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PUBLISHER’S STATEMENT 


The Encyclopedia of Mental Health is designed to meet the great and 
growing public need for sound information on this vital subject 
presented in simple terms that the general reader can understand. 

Each article has been written by an authority in his field, and each 
contributor has had complete freedom to express his views within the 
scope of this work. Although styling was guided by Webster's Third 
New International Dictionary (unabridged) and A Manual of Style, 
University of Chicago Press, each author was free to make any changes 
he desired. 

Albert Deutsch was appointed Editor in Chief on August 25, 1960, 
and before his sudden death on June 18, 1961, he had prepared the 
basic outline for the work and selected most of the contributors. 

We are deeply indebted to the Board of Consultants, each of whom 
has given help far beyond the call of duty, and to many others who have 
made major contributions both as authors and as advisers. 

We are proud that we have followed the basic ideas and plans of Mr. 
Deutsch in the original Prospectus in tvhich he wrote: “I am pleased to 
have been invited to edit The Encyclopedia of Mental Health. The 
publishers have assured me that they want a sound compendium on 
mental health that could provide useful, authoritative information for 
the general public, and this is what I intend to give them. I hope to 
enlist the best minds in the mental health field in this enterprise. 1 look 
forward, hopefully and eagerly, toward developing a cooperative ven- 
ture resulting in a signal contribution to public knowledge about 
mental health.” 


Franklin Watts 
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THE ENCYCLOPEDIA 
OF MENTAL HEALTH 




INTRODUCTION 

OPTIMUM MENTAL HEALTH 

by MARGARET MEAD, Ph.D. 

Associate Curator of Ethnology, American Museum of Natural 
History; and Adjunct Professor of Anthropology, Columbia 
Uniifersity 

The words oriental health have become household words in less than 
a quarter of a century. They have come to stand for a great variety of 
human aspirations: for the effort to restore to full and healthy function- 
ing those who are mentally ill; for the effort to set up conditions in 
town, ( ity, and country throughout the world which will help prevent 
mcnt:d illness; for the active pursuit of human aspiration toward the 
brotherhood of man and a peaceful world; for both the cooperation 
of all the human sciences in an effort to improve the all-round func- 
tioning of human beings and lor that state of a human being where he 
can be said to be functioning with his full capabilities, mentally and 
physically. 

This encyclopedia is designed to go into the home, to answer the 
questions of individual men and women who wish to know more 
about any of the aspec ts of life covered by the term mental health, as 
it concerns themselves or oiher'^, members of their own families or 
communities or the wider world. A glance at ^he table of contents will 
show how wide the range of possible questions is: rvhat is the mental 
health aspect of Dreams, Epilepsy, Schools, Sterility, Animal Psychology, 
Psych os u rgery , or Psych o t herapy? 

Thus, as a newspaper reader one may meet a word like brainwashing; 
as a friend one may hear that a friend has been diagnosed as schizo- 
phrenic; as a spouse an argument may hinge on the innate differences 
between men and women; as a patent one may be confronted with 
some way in which one's own child differs from others— is ‘‘gifted” or 
“retarded”; parents or parents-ir *aw may come to visit and one begins 
to wonder about aging; or one’s child grows older and for the first time 
in one's adult life the word puberty takes on meaning. Brains may be 
something one takes for granted— some people are said to have them, 
others are described as living without them— obviously just a figure o£ 
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speech. Then suddenly, a friend has a car accident; was there any brain 
damage? An acute need to know develops in an area where the com- 
fortable cliches of our idiomatic world— *‘Hc has brains*'; “He is brain- 
less**; “He acts as if he*d been dropped on his head**— no longer suffice. 

But a further look at the table of contents and the curiously diverse 
ways in which sequences of topics occur, such as Creativity, Crime and 
Mental Disorders, Culture and Personality, Fear, Frigidity, Genius, 
simply serve to heighten the sense of what a complex topic this is. Wc 
are so accustomed to thinking in polar opposites— human beings are 
not only things, male or female, good or bad, but they are persons, sick 
or well, old or young, normal or abnormal. Categories that are as rigid 
and obvious as the anatomical differences between male and female 
blur all the fine nuances of behavior that make the sickest person like 
the healthiest in a great many respects, and bind everyday acts of the 
most humdrum life to the more striking and dramatic occurrences in 
the lives of the prophets and the saints, the great statesmen, or the man 
who has “lost his mind** and behaves in a way that seems completely 
bizarre. Yet in actuality all human beings show touches of genius, great 
areas of almost complete conformity with the accepted standards of 
their society, and moments when their hold on reality slips or is so 
distorted as to influence all their judgments. 

The man who works as an employee of a big organization has 
moments when he thinks his boss is a demon who could be suitably 
rewarded only by an eternity of torture; at other times the same man 
becomes to him a kind arid protecting parent. There are days when 
the humblest employee knows that he could run the whole show better 
than those who run it, and days when the boss, weighed down with 
great responsibility, feels that every decision he has ever made is wrong. 

Mothers, tired from a long day with four young children, may, at the 
end of the day, feel like one of the more picturesque of the martyrs 
eaten by Roman lions and be horrified to find old, forgotten, cruel 
jokes cropping up in their minds; or feel so fatigued that their only 
solution is to go and lie face down on the bed and let the baby scream 
and scream; or suddenly, when one child asks a profound and searching 
question, feel that this child, this particular child, may indeed be born 
for strange and troubling things. 

At any of these moments of doubt or despair, of ecstasy or fleeting 
madness or great hope, each of us, no matter how average and usual 
our responses seem, experiences something of the extremes of behavior 
which, if too much accentuated, threaten an individual's mental health. 
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As one becomes accustomed, on the one hand, to relating the strains and 
hopes of everyday life to the world where individuals break down alto- 
gether because the strain is too great, as in battle, or after nursing a 
parent through a long illness and death, or under too great pressure on 
a job, and on the other hand, to recognizing the heights of endurance to 
which other human beings, or the same human beings at other times, 
have risen, the complexity of the whole idea becomes more understand- 
able. 

Of course our understanding of physical health is slowly expanding 
also, so that we no longer think of physical health as simply “normal*' 
functioning and the absence of symptoms, but instead as a pattern of 
behavior of a particular kind of organism, of a particular age and sex 
and constitution, with a particular heredity endowment, a particular 
life experience, and living currently in a special and defined environ- 
ment. 

Health is seen to be something very different for a growing child and 
an aging man, for a peasant in a remote Asian village who has never 
had any medic al care and for an Americ an who has had the benefit of 
medical examination and care since birth. The Asian villager may have 
a life expectancy of thirty-five years, the American may have one of 
sixty-five years; one has no teeth, one has teeth; one has been infected 
with malaria and roundworms and has established enough resistance 
to survive: the other has had his wisdom teeth pulled, his appendix 
and tonsils removed, a suspected cancer treated by radium, and has had 
a bout of mononucleosis (glandular fever). Both go to work every 
day, one on foot, the other usuallv by car; one bends his back in the 
hot sun for ten hours, the other works in a ro.jin from which the light 
of day and the air of the moment and all sound have been excluded. 
Which man is the healthier? Obviously there are no criteria that do 
not have to be related back to the different circumstances within 
which each man has been reared and within which he lives. Each may 
be compared with his fellow workers who undergo the same kinds of 
conditions: but to compare the American and the Asian with each 
other requires a formula so elaborate that it must wait upon far finer 
diagnostic tools and methods of programming computers than we have 
today. 

And we were speaking of physical health for ivhich there are already 
many exact ways of measuring such matters as blood pressure or re- 
sponses to specific drugs. In the field of mental health, however, the 
whole matter is enormously more complicated right from the start. Ehe 
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outside environment is no longer a matter of heat and cold and humid- 
ity, carriers of infectious diseases, valleys and heights that put a strain 
upon the heart, noxious agents, or benevolent moistures, later com- 
plicated by the presence or absence of medical care. For the slightest 
consideration of the question of mental health, we need to take into 
account not only all that can be known about an individual’s state of 
physical health, which itself can only be evaluated against a known 
background, but also the circumstances of his social and cultural life, 
past and present— the state of his emotional, social, and spiritual life. 

Someone who sits and weeps saying that he has offended Ciod may 
be a man profoundly convinced that by some sin he has cut himself off 
from salvation, or he may be someone with very slight religious feeling 
who is facing a middle-age depression or trouble with bis prostate 
gland, which has so overwhelmed him that he uses the phraseology of 
religion. A woman who reports ihat she is afraid she will kill her hus- 
band may be discussing a real temptation, may be acting out a novel 
she has just read, or may have come recently from a part of the world 
where the threat of such violence is routine in family life. Although 
there are a few physical symptoms which, even when considered almost 
completely out of context, nevertheless imjjly grave illness or danger of 
death, the symptoms of the degree of mental iiealth or the amount of 
mental illness are never so simple. Elach individual symptom— extreme 
fear, black despair, fantastic gaiety, distortion of what otliers see as the 
real world, a nagging sense of disaster— may, according to the situation 
in which it occurs, be either a sign of mental illness or a reasonable ad- 
justment to some detail in the individual’s current situation. 

However, no matter how relative the interpretation of whether any 
individual is suffering from mental illness may be, all known human 
societies at some point decide that some individuals are too mentally 
disturbed to be coped with by the ordinary means used to reason with 
the unreasonable, calm the disturbed, comfort the grieving, assuage 
the feelings of the hot-tempered. When this point is reached, then men 
take special ways of tlealing with their fellows. They may drive them 
out into the snow only to go after them and bring them back; they may 
place them in stocks; they may diagnose them as having been entered 
by a supernatural being who must t)c exorcised or obeyed; or they niay, 
as in those great societies that deal with human beings by creating spe- 
cial institutions like hospitals, schools, and prisons, build special insti- 
tutions for the care of the mentally ill. 

Our understanding of mental health is impeded today by the exist- 
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ence in our society of great out-of-date institutions—more like prisons 
than like cither hospitals or schools— where those mentally ill who could 
not be coped with in their own environment are sent, either in fear or 
repulsion, by their friends and neighbors for their own protection and 
care, by physicians, or by officers of the law for the protection of soci- 
ety— usually by all three working in some combination. It is partly 
because these three functions of a mental hospital are so different, and 
yet so inextricably combined, that the public understanding of mental 
illness is so confused. If we consider what it would be like if the same 
building, under the same name, were used for those who were sick, for 
those who were illiterate and needed to know how to read, and those 
who were criminal, we may get some idea of how our care of the men- 
tally ill has impeded our understanding of the problem. 

Within the walls of these totally inappropriate institutions, that are 
still being built to house and permanently deform the lives of thou- 
sands, are people who should be thought of primarily as patients who 
are sick and need rest, better diets, a supporting and protective environ- 
ment, solicitude and rare until they recover. Some of the care they need 
may be special— such as the use of specific: drugs, or even electric shock, 
or continuous surveillance— but so also is the care given a two-year-old 
who has had an eye examination, or someone who has been severely 
burned. The situation of the mental patient is special, and in the new 
trend toward keeping mental patients of this kind in a local hospital 
with other sick persons, specialists are naturally concerned as to whether 
the care will be special enough, and whether the specialists in mental 
illness, the psychiatrists, will play a significant enough part. 

Within mental hospitals we also find individuals who require not so 
much rest and care as reeducation— people who, as children, learned the 
wrong way of dealing with life, or in adulthood, under stress, have 
adopted more and more inappropriate kinds of behavior, trying to deal 
with people around them by total withdrawal, by temper tantrums 
and destructiveness, by extreme ritualization of body movements and 
life routine, by reducing their wdiole living to some small circle of 
highly symbolic but nonuseful activity. Here they need teachers, but 
teachers who, from long experience with the mentally ill, know how to 
do this kind of reeducation, to ^^ach the untrusting, the fearful, the 
resentful, that other people do not respond to the methods they have 
learned to use. 

And finally, there are individuals whom we call the criminally 
insane— whose crimes of violence or fraud are related not to simple 
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criminal calculations of banditry and personal gain, but to more ob- 
scure emotional defects, defects in the control of impulsive behavior, 
lack of the expected types of sympathy and identification with their 
fellowmen. Some day psychiatry may know enough about these persons 
so that they may be identified in childhood and reeducated. At present 
they commit the spectacular senseless crimes that strike terror into 
those who hear of them. They should be segregated from the two other 
types of mentally ill, those who need care and those who need reeduca- 
tion. In many instances, the criminally insane, like other prisoners or 
men who seek safety from an uncontrolled life ashore, need only the 
restraining walls of a .special kind of prison to make them into harmless 
and useful, but limited, citizens, who are unable to live in the outside 
world because they endanger their fellowmen. This is a small group, 
just as the callous criminals and the hardened delinquent children, who 
fall upon and beat up helpless old men, are small groups— casualties of 
our imperfect knowledge of how to build a stxriety within which every 
child who is born will have a chance to grow up and realize his best 
potentials. 

But we do not maintain great mental institutions for individuals who 
need such different kinds of treatment, varying from rest and care 
(which some homes provide easily and others are totally unable to 
provide) to reeducation (which can sometimes be gained with the help 
of teachers and counselors but which at other times is best accom- 
plished during residency in an institution). These institutions are also 
for those with criminal' propensities which may sometimes result in 
only one disordered act, appropriate in the extreme rural areas but 
inappropriate in cities, and for those with propensities that are so 
deep, so unpredictable, and so ineradicable, that custody for life is the 
only answer. These institutions shape our fears about mental illness; 
the great load of chronic cases in the understaffed mental hospitals 
increases our dread, and it is difficult to think clearly about mental 
health. In fact, in many communities the department of mental health 
is not what its name indicates— a social counterpart of a department of 
public health concerned with treatment, custody, and sometimes cure 
of mental illness. 

A better comprehension of the problems of mental health iii our 
national life depends upon urgent attention to our mental institutions 
and revision of the care of the mentally ill. No attempt to thrust their 
fate out of our minds and hearts while we concentrate on a better en- 
vironment for the next generation, or the minor problems of our own 
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small children, or the worldwide dangers of racial discord or nuclear 
war, will suffice. Only by facing the full reality of the enormity with 
which we treat the great bulk of our mentally ill, because of public 
disinterest, lack of funds, but not— any longer— lack of knowledge, can 
we hope to arrive also at a concept of optimum mental health. 

For, once the varieties of mental illnesses are fully realized and the 
varieties of care called for are specified and provided, we can begin to 
think of mental health not as the absence of mental illness, or as ap- 
proximating some absolute and abstract norm, but as a relationship 
between an individual’s potential strengths and weaknesses and his 
situation. 

We will no longer expect any simple way of equating the mental 
health of slum children and of suburban children, or the children of 
old residents and the children of new and unwelcomed immigrants. 
We will not expect a woman, whose mother died in childbirth when 
she was five, to approach her own delivery with the fine optimism coun- 
seled today, nor the man who three times lost jobs through automation 
to have at much self-confidence in the face of a hurricane that destroys 
his new house as the man with a different experience. 

Looking at babies born into the same home, mothers will be free to 
follow their recognition that some infants are more sensitive to touch, 
to sight, or to sound, and .so, with the same exposures, will react much 
more drastically. We will be able to distinguish between the fears and 
terrors of the imaginative and unimaginative, and between those of the 
highly educated and fully experienced, and the ignorant and illiterate, 
terrorized and disoriented in a society they do not comprehend. We 
will be able to ask whether the new young moiher who buries all the 
knives because she is afraid she will kill her husband and child is suffer- 
ing from a serious and dangerous mental illness or from a brief attack 
of “baby blues” because she has no mother or sister or woman friend to 
tell her that her postpartum depression will pass. 

At present our ability to do this— as a group of laymen— is not very 
great. So in recognizing that what we are seeking is optimum mental 
health— the fullest, most adequate response that a given individual can 
make in the particular circumstances in which he finds himself— it is 
important also to preserve a protc'-tive balance. On the one hand, more 
allowance needs to be made for sensitive individuals’ responses to the 
vicissitudes of life, to failures at work or school, to disappointments in 
love, to new situations, to new tasks, and to loss of friends. On the 
other hand, we also need a sensitive awareness that each individual. 
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the strongest as well as the weakest, may at some time in his life need 
help. 

As we move away from mixed, inappropriate, out-of-date institutions, 
which classify many different kinds of mental illness together, toward 
a more sensitive estimate of each individual’s plight and performance, 
more diagnostic institutions are needed— child guidance centers, family 
counselors, mental health centers— to which a parent, a spouse, a friend, 
a teacher, an employer, or an adult on his own behalf can turn and 
ask: "How am I doing? Given my abilities, my life history, my present 
situation, is my mental health as good as it can be, or are there steps 
I could and should take to make it better?” When we seek an optimum 
—and an optimum is always relative to the particular circumstance— 
instead of a meaningless maximum, the search for mental health can 
become significant, a search that results in continuous reasonable gains. 
These gains tvill be made, however, in the knowledge that preventive 
work in mental health has just begun, that the individual whose best 
is very poor, though optimum for him, would have been able to do 
better, with better rare in childhood, in better organized cities and 
nations, and in a world where the fear of war is not added to the in- 
firmities and tragedies to which all flesh is heir. 
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What is an abortion? 

This is a term used by a great many authors to refer to the ex- 
pulsion of the embryo or fetus— through and out of the birth canal 
while it is still incapable of survival outside the womb— by or before 
the end of the sixth or seventh month of the pregnancy. However, this 
is a nonmedical definition. 

Medically, the term “abortion” may sometimes refer specifically 
only to the expulsion of the embryo out of the birth canal during the 
first *hi., ; months of its existence. The term “miscarriage” refers to 
the expulsion of the fetus during the second trimester (three-month 
period) of the pregnancy. The expulsion of the child during the third 
trimester is called a “premature delivery.” 

In legal terminology, abortion c m be defined as the expulsion of 
the fetus out of the uterus before gestation is complete and therefore 
before the developing human organism can lead an independent ex- 
istence of its own. It is this definition that will be used throughout 
this article. 

How are abortions classified? 

Abortions are classified as spontaneous or induced. A spontaneous 
abortion is an abortion neither purposefully nor deliberately induced. 
If a pregnancy is deliberately interrupted— by physical, chemical, or 
operative means— the abortion is cla.s.sified as either therapeutic or 
criminal, depending upon whether it has been performed legally or in 
an extralegal environment. 

How frequently do abortions occur in the United States? 

Three pregnancies out of every ten are said to end in abortion. 
There are very few legal abortions. At most, less than 18,000 preg- 
nancies arc now interrupted annually for therapeutic reasons. This is 
a mere drop in the bucket. A million or more are interrupted extra- 
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legally. Some authorities, however, feel that the figure may be as low 

as 250,000; others estimate it to be over a million and a half. 

Are most induced abortions performed on unmarried girls? 

No. Nine-tenths or more of all artificially induced abortions, 
whether therapeutic or criminal, arc procured or prescribed for 
married women over thirty years of age who already have three or more 
children and who have been impregnated by their husbands. 

Can legal and illegal abortions be told apart? 

In most cases, no. Most abortionists for obvious reasons are highly 
proficient technically. Pregnancies are interrupted legally and illegally 
by exactly the same procedures. 

Unless infection is present, or unless under certain cin umstances 
the aborted fetus can be subjected to pathologic examination, it seems 
practically impossible to determine whether a given abortion is 
spontaneous or induced. This makes it almost equally impossible for 
law-enforcement oflicials to gather evidence except in those rare but 
highly publicized cases which the newspapers invariably headline. 

How dangerous are abortions? 

Until antibiotics came into general use, there were in this country 
more than 2,000 abortion deaths a year. Now, especially if the operation 
is performed by competent physicians, as it so frequently is, it is prac- 
tically never fatal. Fatalities do occur, of course, but rarely. 

Statistics therefore merely mirror hospital admission policies. Hospi- 
tals that have high mortality statistics are hospitals that admit such 
patients only if they are in desperate condition. Hospitals that have low 
mortality statistics admit such patients at a much earlier stage. 

What are our prevailing attitudes toward abortion? 

Abortion is considered something to be abhorred. 

The necessity for interrupting an occasional pregnancy, in order 
to save the life of the expectant mother, has been recognized in all 
parts of the world and in every historic era. 

Legally, in a number of countries and in most of our states, it can be 
justified only if the physical life of the mother is endangered by the 
continued presence of the pregnancy. In other countries (Austria, 
Cuba, Denmark, Finland, Japan, Norway, Sweden, Switzerland, the 
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Soviet Union) and in some of our own states as well, this view no 
longer holds. 

Attitudes toward prcgnancy—and toward its interruption-arc in- 
corporated in group mores, in religious tenets, and in legal statutes. 
Over the world, and not in Western culture alone, the approach for 
the most part has been conservative. 

Do ethical and religious considerations play a significant role in our 
attitude ioivard abortion? 

They do. The Catholic Church considers the life of the develop- 
ing human organism as equal in importance to the life of the mother. 
To the Catholic, interruption of pregnancy is therefore murder. On 
the other hand, the ancient jews deemed it morally wrong, but not 
criminal, according to the Talmud, to interrupt a pregnancy before 
the fortieth day, although interrupting it aiterward was contrary to 
the Talmud and therefore criminal. 

'riii; .u itude of members of the Church of Jesus Christ of Latter- 
day Saints award abortion is determined by the fact that the Mormon 
Church believes life starts only at birth while the Catholic believes 
that life begins at the very moment of conc eption. Thc^ attitude of the 
Orthodox jew toward interriipticm of pregnancy approximates but is 
not (piite the same as that of the Catholic. However, the deep religious 
convictions of practicing ("atholics and Orthodox jews do not seem to 
be a consistent deterrent to interruption of pregnancy. Psychiatrists 
not infrequently have as patients both apparently good Catholics and 
Orthodox jews wlio previously had been crimnndy aborted. 

Members of the various Protestant sects, and c^f both Conservative 
and Reformed Jewry, it should be noted, approach the abortion prob- 
lem in about the same way the physician docs. A formulation like this, 
however, evades the issue since the attitude of the individual physician 
is conditioned by his religious beliefs and his feelings about cennmunity 
mores. 

rhis is because, as one obstetrician (Arthur J. Mandy, former 
Director of the Obstetrical and (iynccolc:)gical Psvchosoniatic Clinic, 
Sinai Hospital, Baltimore, Maryl ^d) has stated, physicians as a whole 
“think of abortion in one way, speak and write of it in another, and in 
actual practice conform neither to personally expressed beliefs, nor to 
established legal or social codes.” The implications of this arc obvious. 
They will be discussed in detail later. 
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Has any court taken the religious beliefs of the physician into con- 

sideration in any abortion cases! 

Yes. If a physician has deep religious convictions against inter- 
ruption of pregnancy, he will not recommend a therapeutic abortion. 
This was taken cognizance of by an English court of law that in 1939 
(in the Bourne case) went on record as stating that any physician who 
for religious reasons believes abortions are never justified “ought not 
to be a doctor practicing in that branch of medicine, for, it a case arose 
where the life of a woman could be saved by performing the operation 
and the doctor refused because of some religious opinion, he would be 
in grave peril of being brought before this court on a charge of man- 
slaughter by negligence.*’ 

In a number of our states, the only stated legal basis for interruption 
of pregnancy is the threat of death to the mother unless she is aborted. 
This is in contrast to the policy now in effect in England and in various 
other parts of the world, where in recent years there has been an ex- 
pansion in the legal as Avell as the cultural acceptance of social, socio- 
psychiatric, and socioeconomic reasons for medically induced termina- 
tion of pregnancy. 

This is also in contrast to the unstated and unemphasi/ed liberaliza- 
tion, by interpretation, of the statutes in a number of states. 

Will the law allow abortion in a case of rape or incest! 

Not in most states, unless other factors are present. The incestuous 
rape in this country of a twelve-year-old child by her father, even 
though proven legally, was not considered sufficient reason by the court 
for allowing her pregnancy to be interrupted medically. If a physician 
had done so, he would have been performing a criminal abortion. On 
the other hand, in 1939, a British court of law acquitted an obstetrician 
on trial before it, for having aborted a fourteen-year-old child who had 
conceived when raped by three soldiers. 

Why is abortion so serious a problem! 

Because most estimates are to the effect that a million or more 
extralegal, or criminal, abortions arc performed each year in this 
country. Three people ai*e involved in each abortion— the pregnant 
woman, her sexual partner, and her abortionist. Since the same abor- 
tionist may perform more than one abortion, this means that at least 
two million people— and probably many more— may be involved. 
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The problem therefore becomes one of prime but dissimulated con- 
cern to the community. It involves the emotional health of the 
pregnant woman, of her husband, and of her whole family unit. It con- 
stitutes one of the most contentious of the medicolegal, sociologic, and 
economic problems that, to quote Norman Cameron, “lie so vexed 
upon the conscience of our society.** 

What does an abortion cost? 

In the United States, fees charged by criminal abortionists are 
said to range from $10 to $6,500. The more usual fee is between $250 
and $400, depending upon geographic locale, abortionist, and financial 
status of the patient. 

A legal abortion for a semiprivate patient, especially if that patient 
has Blue Cross and Blue Shield coverage, should cost the patient less. 
The private patient may pay a great deal more. Two of our patients, 
who previously had had nonlegal abortions by competent medical per- 
sonnel, stated that because of consultation and other fees the legal abor- 
tions for which they were being evaluated were more costly than their 
previous illegal interruptions. This reversal of tlie usual charge is 
rather rare. 

In Japan, an abortion can be obtained for as little as $5.00. This is 
less than the price of a year’s supply of contraceptives in that country. 
In the United States, however, preventive measures (in the form of 
contraception and birth control) are not as costly as an abortion but 
despite this they have not proven effective eiua'gh. 

Why do women have abortions? 

Because they may be physically or emotionally ill. 

With the advance of medical science, medical conditions necessitating 
therapeutic abortion have become insignificant. At least 80 per cent of 
all therapeutic abortions are therefore perfoiuied for psychiatric rca 
sons. Ward patients seldom have their pregnancies interrupted on this 
basis. Private patients do. This underscores still another aspect of the 
socioeconomic problems involved. But in any case, even psychiatric 
indications can be vastly reduced. 

Induced abortions therefore are sometimes, but not often, legal. 
They are usually extralegal. They may be requested because of in- 
trafamily turmoil, a disturbed marital relationship, an unstable social 
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environment, poor economic status, or a subjectively felt need to 
maintain the family at its present size. 

A large number of other factors may be (and usually are) present. 

Are these socioeconomic factors taken into consideration when ethical 
and conscientious physicians examine women who request therapeutic 
interruption of their pregnajicies? 

Almost invariably. In almost every phase of medical practice, 
the emotional and socioeconomic status of the patient is inextricably 
intertwined with her medical problems and must therefore be taken 
into consideration when these arc l^eing evaluated. This is especially 
true if therapeutic abortion is under consideration. 

The abortion usually is requested, not because severe organic 
disease is present, but because of the patient's emotional and socio- 
economic problems. These reasons arc sometimes accepted and some- 
times rejected— although they can seldom be stated openly when 
physicians (obstetricians or psychiatrists) consider whether or not to 
recommend to the abortion boards of their respective hospitals a 
therapeutic interruption of pregnancy. Since they are usually rejected, 
and since in any case the law takes no (‘ognizance of them, a cynical, 
frequently heard, nonmedical aphorism has come into existence— “the 
difference between having an abortion or a child,*' so it goes, “is the 
difference between having two or three hundred dollars and knowing 
the right person, or of being without funds and without the right con- 
tacts." 

This is discuSvSed in detail in the book, Abortion in the United States, 
edited by Mary Steichen Caldcrone, the Medical Director of the 
Planned Parenthood Federation of America. 

Who performs these abortions? 

As detailed in the book. Therapeutic Abortion: Medical, Psychi- 
atric, Legal, Anthropological and Religious Considerations, edited by 
Harold Rosen, a high percentage of abortions— nobody would attempt 
to hazard a guess about the actual number— <ire performed by com- 
petent physicians, and a large number of referrals, sometimes oirect 
and sometimes indirect, come from honest, conscientious, and other- 
wise ethical physicians in general practice or in the various specialties, 
including psychiatry and obstetrics, who, according to Sophia j. Kleeg- 
man, Clinical Professor of Obstetrics and Gynecology, New York Uni- 
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versity College of Medicine, “feel impelled to aid those patients for 
whom they feel an abortion is indicated, but for whom this can be 
obtained only through an abortionist.” 

The Alfred C. Kinsey group were impressed by the technical ability 
of the professional abortion specialists whom they interviewed, by their 
obvious concern over the plight of women with unwanted pregnancies, 
and by the low incidence of ill effects from their operations. 

Pregnancies are, of course, interrupted by untrained individuals 
under deplorable conditions of the type so frequently publicized. These 
are not too frequent, if one thinks in terms of the million or so abor- 
tions performed each year. The Calderonc book specifically comments 
about one physician-abortionist, in practice in a single stale, who over 
a period of thirty-five years had approximately 5,000 cases referred to 
him by SS-'i physicians, without a death. 

One can therefore readily understand vby one state’s attorney of 
Illinois publicly stated in 1955 that he is “convinced the large percent- 
age o^ ^he medical profession in Chicago is winking at the violation of 
state abortion laws.” 

The laws against induced non therapeutic abortion in all fifty of our 
states are only sporadically enforced. Even law enforcement officers 
feel ambivalent about iliem. Few of us— whether or not we are 
physicians, jurists, lawyers, ecclesiastics, or sociologists— would wish to 
be too candid about the abortion practices of our society. 

The law docs not necessarily mirror popular opinion although it is 
amenable to popular pressure. This becomes doubly apparent in view 
of the widespread public demand for abon on facilities, Avhich has 
made criminal prosecution of the abortionist lelativcly rare. 

Most physicians neither condone nor perform criminal abortions. 
The stated policy of the American Medical Association is unequi\o- 
cally against criminal abortion. 

How many criminal prosecutions are initiated yearly against abor- 
tionists? 

There are 2,500 or more abortions each day in this country. 
Theoretically, between halt a million and a million prosecutions are 
possible per year. Less than 500 arc initiated. 

During the eight-year period between 1946 and 1953, the district 
attorney of New York County made a concerted effort to obtain con- 
victions. He was nevertheless able to prosecute only 136 cases all told. 
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Why are abortionists so rarely arrested? 

Because abortion performed by competent physicians rarely en- 
dangers life. The procedure is performed on so many women that 
meaningful investigation and prosecution become impossible. Even 
more important, criminal prosecution of the abortionist has little or 
no public support. 

Why are convictions almost impossible to obtain? 

This constitutes what the law labels an unpopular cause. Con- 
victions are even more difficult to obtain than were convictions against 
bootleggers during prohibition days. Except for flagrant instances of 
out-and-out law violation resulting in violence and death, no matter 
how strong the proof against them, bootleggers were seldom convicted 
and sentenced by juries of their peers. The same statement can be made 
about abortionists today. As with the carrying of a flask during pro- 
hibition days, a large segment of the population has had personal ex- 
perience with the abortion problem, either directly or through some 
collateral branch of the family. 

To quote a first assistant state's attorney of Chicago, “A large segment 
of the population condones abortion. They consider it either all right 
or, at worst, a necessity." As a result, law enforcement ageiu ies hnd it 
"extremely difficult to obtain convictions or substantial sentences for 
abortionists." Law enforcement is practically impossible. 

Why does this legal impasse exist? 

Therapeutic abortions are restricted by law. Illegal interruptions 
of pregnancy continue unchecked. If legal, they are performed osten- 
sibly for medical, including psychiatric, reasons; if illegal, the reasons 
alleged may, perhaps, also be medical or psychiatric. Whether legal 
or illegal, nevertheless, the reasons (but not the rationalizations) ad- 
vanced may be and usually are socioeconomic. These reasons have been 
written into the statutes of the various Scandinavian countries, but in 
the United States, while they frequently influence the attitude of ex- 
amining physicians and hospital boards, they constitute extralegal 
rather than legal considerations. Despite this it is these socioeconomic 
reasons that are most frequently involved. 

The socioeconomic reasons far outweigh all medical (and psychiatric) 
factors combined, yet, only medical (and psychiatric) conditions—rigidly 
defined, although far from rigidly stated— determine, for the physician, 
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whether or not sufficient legal justification can be found for recom- 
mending that a specific pregnancy be therapeutically terminated. This 
requires detailed discussion. 

Physicians must obey the statutes of the states in which they practice. 
These statutes for the most part allow therapeutic abortion only if the 
pregnancy is a real or potential danger to the physical life of the ex- 
pectant mother. 

This is the only interpretation of their state statutes that most state’s 
attorneys will make if specifically asked about it, and this almost in- 
variably is the only interpretation to be found in most texts and 
articles on the subject. 

How have our state laws on abortion been interpreted? What, in 
other words, are the present legal bases for therapeutic interruption 
of pregnancy? 

The fact that life depends on health, and that the legal distinction 
between the two is extremely doubtful, was specifically so stated by a 
British court of law in 1939. During the past ten to fifteen years, in 
various parts of the United States, statutory indications for therapeutic 
abortion have been interpreted to include not only (a) the saving of 
ilie mother’s life, but also (b) the protection and preservation of her 
health. 

This latter exceedingly elastic indication has in at least five states 
been further interpreted to include (c) the prevention of serious injury, 
emotional as well as physical, and (d) the attempt to halt the advance 
of serious medical or emotional disease. For these reasons therapeutic 
abortions have been performed legally withiti ihc past decade, in the 
delivery rooms of reputable hospitals. 

What is a therapeutic abortion? 

A therapeutic abortion is an interruption of pregnancy to pre- 
serv^e the physical and emotional health of the pregnant woman, or to 
save her life physically and emotionally. It must be performed by a 
physician and under prescribed but not too well spellcd-out conditions 
that vary from state to state and, within specific states, from hospital 
to hospital. The uterus is evacua‘*='d, however— and this requires stress- 
ing— to correct a pathologic condition that exists as a result of ihe 
pregnancy. The developing chorionic tissue is cither potentially or 
actually damaging and dangerous to the pregnant patient. It must be 
evacuated or excised. 



18 


Abortion 


What, theoretually at least, is the attitude of the physician toward 

therapeutic abortion? 

This has been most concisely stated by Alan F. Guttmacher 
(Director, Department of Obstetrics and Gynecology, Mt. Sinai Hospi- 
tal, New York City). 

It is essentially the basic amoralistic medical attitude so characteristic 
of the surgeon in his operative removal of other types of pathologic 
tissue for which, at the present stage of our medical knowledge, surgical 
intervention is necessary. 

What are the intUcations for therapeutic abortion? 

Medicine (in die wider use of the term) is subdivided into medi- 
cine (in its more restricted connotation), surgery, and psychiatry. In- 
dications are therefore medical, surgical, and psychiatric. Specific 
medical indications have been shrinking consistently during the past 
several decades. They are virtually, if not actually, nonexistent. With 
the development of thoracic surgery, the utilization of hormone 
therapy, and the widespread use of antibiotic medication, even those 
organic conditions—essential hypertension, tuberculosis, and heart 
disease— that previously were thought almost invariably to indicate 
therapeutic abortion, no longer necessitate the procedure. If a woman, 
despite severe physical disease, is determined to carry her pregnancy 
to term, and if all the resources of modern medicine are brought to 
bear to help her do so, in all probability she will. 

Pregnancy, in other words, now seldom aggravates organic disease. 
According to Nicholson ). Eastman, Professor Emeritus of Obstetrics 
at The Johns Hopkins Hospital, it is only, in fact, that very small 
minority of patients with both (a) rheumatic heart disease and (b) a 
history of previous cardiac failure who need be excepted from this 
generalization. Ehe majority of women with uncomplicated hyperten- 
sion can now carry their child to term if they wish to, and with little 
or no hazard so far as their own physical well-being is concerned. In- 
terruption of pregnancy because of pulmonary tubercidosis has been 
declining steadily during the past two decades. In the larger medical 
centers, obstetricians today need rarely see cases of hyperemesis gravi- 
darum (the pathological vomiting of pregnancy) so severe and so 
resistant to current methods of therapy as to require interruption. And 
even cardiac surgery is now being performed with increasing frequency 
on patients with severe heart disease who nevertheless desire, and are 
thereby enabled, to carry their child to term. 
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But if a pregnant woman with hypertension, tuberculosis, or heart 
disease does not wish to bear her child, and if the disease process falls 
within certain categories, then it may be considered sufficient indica- 
tion to warrant therapeutic interruption of the pregnancy in certain 
hospitals and by certain physicians and hospital boards. In others, 
however, it is not, and this sometimes has little or nothing to do with 
the religious construct within which a specific hospital operates or with 
the religious convictions of its visiting or full-time resident and senior 
staffs. 

Do medical indications for therapeutic abortion include so-called 
eugenic considerations? 

Legally, no. Actually, yes. 

Despite the fact that in this country the law concerns itself only with 
the life and health of the mother, and not with that of the unborn 
child, a small number of pregnancies are therapeutically interrupted 
eac h yeai lui so-called eugenic reasons, not because faulty germ plasm 
is tliought to be present but because it is felt that temporary, deleteri- 
ous environmental influences may result in the birth of seriously de- 
fective offspring. Such interruptions are not actually against the law; 
they are merely outside it. as arc abortions performed on women who 
hav(‘ taken thalidomide after becoming pregnant. 

Therapeutic radiation to the pelvic organs during undiagnosed early 
pregnancy (to diminish the size of a fibroid uterus, for instance) is 
considered by a number of obstetricians a« sufficient indication for 
therapeutic abortion. If the expectant m«'»!ier contracts German 
measles before the twelfth week of her pregnancy, this too in some 
hospitals is considered sufficient indicatioii, since according to some 
studies SO per cent of the offspring may develop severe congenital ab- 
normalities. Nevertheless, one-third of all children born to women 
whose pelvic organs have been so irradiated, and two-thirds of all off- 
spring born to women with German measles, according to the statistics 
so far compiled, will show no .such defect. Some women previously 
irradiated or with German measles have, in point of fact, sometimes 
against even militant medical . Ivice determineuly carried their off- 
spring to term. 

However, potential fetal pathology in these two cases is, in a great 
many hospiuds and by a great many obstetricians, now considered suf- 
ficient indication for the interruption of a pre-viable pregnancy. But 
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only a very small number of abortions are performed for this reason. 

Abortion for eugenic purposes is an extralegal consideration: the 
law in no state has as yet seen fit to concern itself with the life and 
health of the developing human organism. 

Does the pregnant woman's socioeconomic stattis help determine 
whether a therapeutic abortion will he performed? 

Yes. Some physicians are more prone to recommend interruption, 
for instance, for a cardiac patient who is unwed, on relief, and already 
the mother of several children, than for one with the same degree of 
cardiac pathology who is married, childless, and well-to-do. On the 
other hand, by the very nature of things, a ward patient is less likely 
to have the necessary consultations requested, including the psychiatric, 
and to have the necessary recommendations made and accepted by a 
hospital abortion board than is her well-to-do sister. Ethical and con- 
scientious physicians decry this fact, but nevertheless find it impossible 
to controvert it, perhaps even in their own practice. 

Socioeconomic conditions never legally indicate therapeutic abor- 
tion. Despite this, socioeconomic status frequently determines whether 
or not an abortion will be performed and whether that abortion will 
be therapeutic or criminal . 


Are medical indications for therapeutic abortion fairly well stand* 
ardized? 


No. In contrast to all other medical procedures, acceptable indica- 
tions for therapeutic abortion vary from physician to physic ian, from 
hospital to hospital, and from day to day even within the same hospital 
and with the same hospital abortion board. This is regrettable, but 
emotional involvement in the problem on the part of all of us, physi- 
cians and nonphysicians alike, is so intense that the abortion board of 
one hospital may refuse to accept a recommendation for interruption; 
yet that selfsame application may almost immediately afterward be 
submitted to the abortion board of an adjacent hospital with, at times, 
almost the same visiting staff, and be approved. 

The resultant confusion is so great that according to an article by 
Morton Sontheimer on “Abortion in America Today*' that appeared in 


the October, 1955, issue of thef^man's Home Companion j if the 
abortion-demanding pati^P^^if^^^^^nt time before her delivery to 
shop around from physujjfi^^o physiSi^^rom hospital to hospital, and 
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from state to state, she in all probability could obtain her interruption 
legally somewhere in this country. 

This is not, however, to be considered the fault of the boards, nor is 
it something for which the individual physician— general practitioner, 
obstetrician, or psychiatrist— can be blamed. It is, rather, due to lack 
of a standard frame of reference: no clear-cut medical or obstetrical 
indications for therapeutic interruption of pregnancy have been de- 
fined or at present exist. 

The number of therapeutic abortions for purely medical reasons has 
been rapidly shrinking during the past two decades. This is because 
with increased medical knowledge physicians can now treat— and treat 
successfully— patients with conditions that previously would have 
threatened with death the expectant mother whose pregnancy con- 
tinued to term. 

We tend to think of abortion as a medical problem, but this concept 
on our part is purely and simply an artifact of our present social mores. 
Very few therapeutic abortions are performed— as so many state statutes 
seem to require— because the pregnant woman would die if the child 
were caiiieJ term. A large proportion of the pregnancies that are in- 
terrupted ostensibly for medical reasons are in point of fact interrupted 
primarily because of socioeconomic considerations. 

The problem for the most part is a sociological and legislative one. 
Physicians try to meet it on medical giounds. This is impossible. They 
therefore find themselves at times forced into contradictory, anomalous, 
or untenable positions. Yet physicians, when they feel it is indicated, 
would prefer to have the pregnancies of their patients interrupted 
legally rather than to have them criminally aborted, as so many hun- 
dreds of thousands are. Requests for psychiatric consultations are there- 
fore more and more frequent. And recommendations for interruption 
for psychiatric reasons are now on the increase. 

How can the psychiatrist be helpful when he schedules for consulta* 
tion a woman who wants an abortion? 

Those abortion-demanding pregnant women who are referred for 
psychiatric evaluation not infrequently turn out to be emotionally ill 
patients who happen coincidentally, sometimes even because of their 
emotional illness, to be pregnant as well. With psychiatric treatment, 
more and more women who otherwise would request and get abortions, 
legally or illegally, now carry their pregnancies to term. On the other 
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hand, there is a physiological time limit with which the psychiatrist is 
confronted. He may have, at the most, a month during which to treat 
the patient. This may not be sufficient. However, if a therapeutic abor- 
tion is performed for psychiatric reasons, the patient later on may 
desire, may bear, and may rear— and rear successfully— further olf- 
spring. 

This is because, fortunately, patients with emotional disease are 
treatable. Practically all psychiatrists therefore decry the package pro- 
cedure-interruption of the pregnancy with concurrent sterilization— 
currently in vogue in so many places. This practice, however, is now 
on the decline in the more important medical centers. 

When does the psychiatrist recommend a therapeutic abortion? 

Only if in his opinion the emotional life or health of his pregnant 
patient will be endangered by carrying the developing organism to 
term. 

Most of the problems posed in the psychiatric evaluation of the 
emotionally sick, pregnant patient are exceedingly complex. The 
psychiatrist always finds himself faced with the choice of the lesser evil. 
The problem that he must evaluate is that of whether the emotional 
health of his patient will be endangered more if the pregnancy is in- 
terrupted, or if it is carried to term.. He finds it necessary to walk what 
can best be characterized as a psychologic tightrope. 

Most of the time, however, the factors that present themselves are 
socioeconomic— and therefore legal and sociologic— rather than what 
most hospital boards, most lawyers, most judges, and most juries would 
consider psychiatric. It is, of course, exceedingly diflicult— and at times 
even impossible— so to demarcate socioeconomic and emotional factors 
as to state that one has no psychiatric basis while the other has. The 
total marital situation, the environment in which the child is to be 
brought up, the financial status of the family, etc.— all do have pro- 
found emotional repercussions. 

These are legally recognized in some countries as warranting in- 
clusion among the psychiatric indications for interruption of preg- 
nancy. In the Scandinavian countries, for instance, they have been 
written into the law. In our country they are considered per se beyond 
the province of the psychiatrist. He nevertheless must include socio- 
economic factors in his evaluation of the pregnant woman's emotional 
status. 
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What about the tvotnan who feels trapped by her pregnancy and 
states that she will kill herself unless she gets an abortion? Will she? 

Suicide is one of the leading causes of death in this country. There 
is one successful suicide every half hour. People who threaten to kill 
themselves frequently do. 

However, the suicide rate among pregnant women is less than that 
statistically to be expected among the population as a whole, even 
when weighed for age, sex, work group, and social and economic 
status. Nevertheless, suicide must be borne in mind. It does occur. 
Eight per cent of all women who committed suicide in Sweden 
between 1925 and 1944, tor instance, were found on autopsy to be 
pregnant, and in each case on investigation the pregnancy was felt to 
be the precipitating factor in the suicide. Pregnant women, therefore, 
do kill themselves. 

Will the psychiatrist recommend therapeutic abortion for a woman 
who zvithout it may commit suicide? 

Not neccosarily. Suicidal patients need psychiatric treatment. 
Psychiatric hospitalization is usually recommended. If the psychiatrist 
feels that, as a result of the pregnancy, whatever depressive tendencies 
are present will be intensified to the point of potential or actual suicide, 
be will suggest treatment in a psychiatric hospital. 

Ik'cause of the extreme urgency of the abortion-demanding woman, 
and because of her husband's identification with her— which prevents 
him Iroin reali/ing how emotionally ill she actually is— this recom- 
mendation is often rejected by patient, by husband, and by relatives. 
Commitment is usually impossible. Most such patients refuse to see 
the psychiatrist even a second time. As an emergency lifesaving meas- 
ure, the psychiatrist may therelore recommend therapeutic abortion. 

What conditions, in addition to suicidal depression, sometimes justify 
psychiatric recommendation for therapeutic abortion? 

The psychiatrist may recommend interruption for a number of 
reasons. Under certain conditions he feels it is indicated for patients 
whose previous pregnancies had repeatedly precipitated postdelivery 
psychotic reactions. Some psychiatrists recommend it for specific pa- 
tients wdth manic-depressive or .schizophrenic psychoses who, for what- 
ever reason, are not amenable to therapy. Others believe it is indicated 
for lobotomized patients because of the very decided risk that, so it is 
felt, pregnancy sometimes imposes upon them. If it seems as though a 
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psychotic reaction will be precipitated as a result of the pregnancy or— 
and this is to be emphasized— the stress of early motherhood, a number 
of psychiatrists would make the recommendation for the sake of the 
expectant mother's emotional and physical well-being. A number are 
agreed that interruption of pregnancy for psychiatric reasons is in- 
dicated in those patients who, because of their very pronounced emo- 
tional immaturity, must themselves be babied, cannot be trusted with 
the responsibilities of an adult, and cannot, in our culture at least, 
function the way we expect mothers as adult women to function. 

But even when severe and obvious emotional disease is present, 
if a specific woman, no matter how severely ill she happens to be, is 
determined to carry a specific pregnancy to term, and if every resource 
of modern psychiatry is brought to bear to help, she in all probability 
will be able to give birth to that child. If she does not wish to, however, 
then one of the problems the psychiatrist must attempt to evaluate is 
the question of why she feels so determined not to have her child. The 
psychiatrist, like his medical colleague when examining a patient who 
demands an abortion, not infrequently finds himself at an impasse for 
the same reason. Most therapeutic abortions are actually lor socio- 
economic reasons. 

The psychiatrist can legally recommend termination of pregnancy 
only if in his opinion psychiatric problems are involved. He can no 
more recommend it on other grounds, provided he stays within the law, 
than can his colleagues in general practice or the other medieval spe- 
cialties. Eugenic reasons may be given weight, and so may considera- 
tion of the stress of motherhood which, while perhaps an extralegal 
consideration, does not specifically, at least under certain circumstances, 
violate the law. Therapeutic abortions have been performed for this 
reason. But— and this merits stressing and restressing— the patient needs 
help. Emotional factors in almost every case may be profound. 

Because so few organic medical conditions now necessitate thera- 
peutic abortion, the psychiatrist, as a result, whether or not he so 
wishes, not infrequently must assume the major responsibility for 
deciding whether a given pregnancy shall be legally terminated or not. 
This is because, if therapeutic interruption of the pregnancy is not 
recommended, the patient may instead be criminally aborted. 

Will psychiatrists recommend therapeutic abortion for the sake of the 
child rather than for that of the mother? 

Some will not; others will. But any decision by a competent, con- 
scientious, and ethical physician to intenupt a given pregnancy can be 
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reached only after careful and prolonged deliberation. The psychiatrist 
may give serious consideration to the developing human organism just 
as, in cases of German measles or of irradiation to the pelvic organs, 
the obstetrician does. Some psychiatrists therefore may take under 
advisement the effect on the child of an emotionally very unstable 
environment. 

In an exceedingly thought-provoking article, Richard L. Jenkins 
(Chief, Research Section, Psychiatry and Neurology Division, Veterans 
Administration) discusses a group of children whose mothers had un- 
successfully tried to abort them. He comments about those problems 
of child and adolescent development that constitute so frequent a 
source of referral to child guidance clinics and that ultimately cul- 
minate in the appearance of socialized or “gang’* delinquents, and of 
unsocialized aggressive children, in juvenile courts. Child delinquency 
and criminal psychopathy require serious consideration by all of us. 
It should be noted— and this is practically a truism— that the morbid 
effect of a specific emotionally unhealthy environment on the young 
child bc' incrcasitigly irreversible as that child grows older. And 
since schizoid withdrawal— which so frequently is related to maternal 
rejection even before birth— in childhood is more frequently found in 
those patients who later develop schizophrenic breakdowns than in 
those who do not, this in itself becomes one of the most pronounced 
mental health problems with which the country at present is faced. 
Schizophrenia in this country fills at least one-quarter of all hospital 
beds— medical, surgical, and psychiatric— as a result of which, to quote 
Jenkins, “the question of capacity for maternal response and need for 
emotional support” must “not be overlooked in considering the im- 
portant jnoblcms relating to the question of therapeutic abortion.” 

Nevertheless, these and other related questions cannot legally be 
taken into consideration— no matter how important they are, no matter 
what being raised in so emotionally unstable an environment may 
mean to a child— when the psychiatrist makes his recommendations; 
the established code of ethics of the medical profession and the 
statutes in force in the various states at present are such as to preclude 
these and all other comparable socioeconomic factors. 

What, coficisely, are the present legal {medical, including psychiatric) 

indications for therapeutic abortion? 

It is now rarely necessary to perform an abortion in order to 
save a woman’s life. If the statutes of our states are interpreted as 
written, rather than as they are liberalized by interpretation, then 
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scarcely any of the therapeutic abortions now being performed are 
legal. As the Calderone, the Kinsey, and the Rosen books make so 
evident, the border zone between legal and illegal abortion is narrow, 
shifts frequently, and is dependent on personnel and geography. 

When known abortions are investigated, are questions of self^incrimu 
nation and privileged communication raised? 

Yes. In England, for instance, the maximum legal penalty for the 
mother who has procured an abortion is life imprisonment. In practice, 
she is not prosecuted at all. Neither here nor in England need the 
woman be allowed to incriminate herself. And it is next to impossible 
to get her to give evidenc e against her abortionist. 

In the United States, since the problem of enforcement of abortion 
laws is so pronounced, an occasional district attorney, perhaps in 
desperation, may sometimes take untoward measures in his attempt to 
obtain convictions. This has been especially true in cities with laws 
requiring physicians and hospital superintendents to notify their health 
departments immediately of all abortion cases in which illegal practice 
is even suspected. The courts have held, however, that such action 
violates the law of “privileged communication.” 

What decision was handed down Iry the courts ivhen the superintend- 
ent of Kings County Hospital in New York City refused to comply 
with a subpoena requiring him to produce all hospital records of all 
patients admitted and treated for either miscarriage or nontherapeutic 
abortion? 

On June 30, 19v55, the Second Department of the Appellate 
Division of the New York Supreme Court decided that the New York 
City municipal law requiring such notification had to be considered 
as null and void since it conflicted with the New York State statute pro- 
hibiting physicians from disclosing information professionally acquired 
from their patients. If the subpoena had been complied with, mass 
information would have been given the district attorney on all abor- 
tion cases, whether spontaneous or induced, whether legal or illegal. 
This, if carried to its logical extreme, would have meant violation of 
due process of law and abrogation of constitutional safeguards, includ- 
ing that of self-incrimination. This runs counter to the democratic 
process. 

On the other hand, there are a number of states in which the rule 
of privileged communication does not hold. Yet there has not been a 
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concerted attempt by a district attorney in any such state either (a) to 
force patients to incriminate themselves by giving meaningful back- 
ground histories to physicians and by then having these histories for- 
warded immediately to the district attorney’s office, or (b) to attempt 
to intimidate physicians into questioning patients and thereby getting 
them to reveal information that his office, no matter what the ra- 
tionalizations advanced, could seize upon. If this were done, the 
physician would no longer be functioning as a physician, but as a 
detective or an agent of the district attorney. This, it seems hardly 
necessary to point out. is beyond the sphere of the physician's profes- 
sional competence, beyond the area of his training, and contrary to 
his medical ethics. 

Occasionally, a physician may be threatened— during a telephone call 
from a district attorney— with investigation for having recommended 
in writing that therapeutic interruption of pregnancy be considered 
for a specific patient whom he has seen in consultation. This is, how- 
ever, very rare. 

What concrete proposals can be made about the abortion problem? 

Have studies been made leading to recommendations? 

A large number have been made and published. These arc dis- 
cussed in detail, although from different angles of approach, in three 
books that can be recommended for further study of the problem: 
Abortion in the United States, edited by M. S. Calderonc 
Therapeutic Abortion: Medical, Psychiatric, Legal, Anthropological 
and Religions Considerations, edited by Harold Rosen 
Pregnancy, Birth and Abortion, by P. H. Gebhard, B. Pomeroy, 
G. E. Martin, and C. V. Christenson 

What recommendations have been made by authoritative bodies 

studying the problem? 

Three such bodies can be mentioned: In 19'16 the British Medical 
Association appointed a committee that published the Rirketl Report 
on the Medical Aspects of Abortion, Later, another study, the Report 
of the Inter-Departrnental Committee on Abortion, appeared under 
the joint auspices of the Ministry of Health and the Home Office. This 
recommended wider dissemination ot contraceptive advice by local 
authorities, clarification of the scope of therapeutic abortion, adequate 
medical facilities for care of abortion patients, and measures to relieve 
the financial strain of childbirth. 
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In 1955 the Planned Parenthood Federation of America called a 
three-day conference of specialists in obstetrics, psychiatry, public 
health, biology, sociology, biostatistics, forensic medicine, law, and 
demography, to discuss the problem. The majority of those participat- 
ing signed a statement recommending: 

1) Encouragement, through early, continued, and realistic sex educa- 
tion, of higher standards of sexual conduct and of a greater sense 
of responsibility toward pregnancy. 

2) Establishment of consultation centers for women seeking abor- 
tion, modeled after the Scandinavian centers now in existence. 
Such consultative centers would operate under joint medical and 
sociological auspices, perhaps through the sponsorship of state- 
health and welfare departments. Their main function would be 
to help women realize that abortion, whether legal or illegal, 
may not be the best or only solution for the medical, social, or 
economic problems that seem so overwhelming to them. Discus- 
sion and help by informed, trained personnel who would be 
nonpunitive in attitude would be likely to persuade a woman to 
follow a far more constructive course than interruption of the 
pregnancy. 

3) Extension under medical supervision of facilities for providing 
advice on contraception, which would be freely available to all 
desiring it. 

4) Study of the various abortion laws by authoritative bodies (e.g., 
the National Conference of Commissioners on Uniform State 
Laws, the American Law Institute, and the Council of State 
Governments), which would frame a model law that could, per- 
haps jointly, be presented to the states to replace existing statutes. 

Our present abortion laws cannot be justiHed rationally except by 
a process of interpretation that distorts and nullifies them, and that in 
large measure leads to their practical abandonment in practice. 

I he vast number of illegal abortions done each year is many times 
the number consistent with sound medical or social practice, as the 
conference statement stressed. The goal should be to reduce this 
number as far as possible. This will require careful candid study by 
physicians, sociologists, educators, religious leaders, lawyers, legislators, 
demographers, and other responsible citizens, before an actual solution 
is reached of all the very urgent problems created by our present 
treatment of the abortion situation. 
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What is an accident? 

An accident is commonly defined as an event which happens by 
chance or unexpectedly, especially one which, in Webster's words, 
is “o£ an afflictive or unfortunate character.” 

Are accidents ^‘accidental**? 

In the sense that they take place ‘'unexpectedly”— that is. without 
conscious foresight or expectation— accidents are usually “accidental.” 
An elderly person suddenly falls while descending the cellar steps. 
While crossing the street a pedestrian is struck by a speeding car. A 
child is burned when he knocks a pot of boiling water oft the stove. 

Such events are usually unexpected, but they are seldom simply the 
result of “chance”— of the perverse whims of an unpredictable, uncon- 
trollable fate. Chance implies the absence of cause; current research 
suggests not only that accidents have causes, but that in many instances 
it is possible to determine the nature of these causes. 

Are accidents a serious health problem? 

Citizens of this country suffer a total of about 45.000,000 ac- 
cidental injuries a year. Of these, over 9,000,000 are disabling, at 
least temporarily. 

Accidents also account for about 93.000 deaths annually. In fact, 
accidents are the leading cause of death among all persons aged one 
to thirty-six^ and among males aged one to thirty-seven. Among persons 
of all ages, accidents are the fourth leading cause of death, exceeded 
only by heart disease, cancer, and vascular lesions affecting the central 
nervous system. Obviously, accidents comprise one of the most serious 
health problems confronting this and many other countries. 

29 
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Haw do accidental death rates for Americans compare with those of 
other countries? 

Americans, with an average annual death rate of 52.2 per 100,000, 
fall somewhat above the world average, due partly to our greater 
number of motor vehicles. Countries like the Dominican Republic, 
Spain, Greece, Ireland, and Ceylon have very low rates, ranging 
from 14.4 to 30.5. On the other hand, Australia. Belgium, Canada, 
West Germany, Switzerland, France, and Austria, among others, all 
exceed the United States rates, their figures ranging between 52.6 and 
72.7. 


Where do most accidents occur? 

Home accidents account for the largest number of disabling in- 
juries (about 44 per cent), followed in order of frequency by accidents 
in public places and work situations (each over 20 per cent), and in 
motor vehicles (about 15 per cent). On the other hand, motor vehicles 
account for the largest number of accidental deaths (about 42 per 
cent), followed by home accidents (30 per cent), public accidents (18 
per cent), and work accidents (10 per cent). 

Are certain kinds of accidents more frequent at certain ages? 

Definitely. For example, although motor vehicles are the most 
frequent source of accidental death at all ages up to seventy-five, 
the situation varies considerably from one age group to another. Thus, 
death from mechanical suffocation or ingestion of objects occurs 
more often in children under one year than at any other age. Deaths 
from fires and bums are most common between ages one and five. 
Motor vehicle deaths are most frequent among teen-agers and young 
adults. Fatal falls occur most often after the age of seventy-five. 
Obviously, these variations reflect the physical condition and stage 
of mental development of the individual— as well as the types of risk 
situations to which he is most frequently exposed— at various ages. 

Are there groups of people who have more accidents than others? 

Yes. For example, there are wide variations in accident rates 
among different occupational groups. Communications and electrical 
equipment workers have very low rates. In contrast, construction 
and mine workers have relatively high rates. Obviously, such dif- 
ferences are related in considerable measure to the degree of hazard 
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inherent in the work situation itself. However, even within a particular 
group, all of whose members may be living and working under com- 
parable conditions, there may be wide individual differences in ac- 
cident frequency and severity. Thus, among bus operators driving 
the same route, some drivers may have five times as many accidents 
as the average in a given time period. 

Is a person who has many accidents, **accident-prone*’f 

This is a frequent assumption, even among mental health workers, 
but it is not necessarily true. As any gambler knows, it is possible to 
roll a “seven” many times in a row. In fact, we would expect such 
lucky streaks to happen occasionally, just by chance. However, an 
unusually high percentage of “sevens” may also occur because the 
dice are loaded, and when such a rare event happens, we would 
do well to invest igale tliis possibility. 

In the same way, some people in a given group may have no ac- 
cidents, some a moderate number, and some a high number-just by 
chance. A high incidence of accidents does not in itself establish that 
the person is “accident-prone” (a term implying that his accident 
pattern is the result of certain enduring personal characteristics, such 
as persisting psychological traits, or physiological defects). It is pos- 
sible that this is the case, but the only reliable way to find out is to 
compare people who have high accident rates with other people who 
have low rates under the same circumstances. If the high-accident 
and low-accident subjects are found to differ in significant ways in 
their personal characteristics, we then have presumptive evidence of 
accident-proneness. In a number of studies, such differences have been 
found. 

Are people zvith high accident rates likely to he poorly coordinated, 
or deficient in physical skills, such as depth perception or reaction 
time? 

This is a difficult question to answer because of the absence of 
comprehensive scientific data in a number of areas. It seems probable 
that some of the accidents of young children and of elderly people 
are related to psychomotor (pertaining to muscular action ensuing 
directly from a mental process) deficiencies. The same thing may be 
true of other persons with severe sensory or motor difficulties. 

However, recent research in automobile accidents suggests that the 
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importance of purely physical or psychophysical factors in accident 
susceptibility may have been exaggerated. In one study of relatively 
healthy young adult males, it was found that “the traditional sorts of 
measures often assumed to make the biggest difference between safe 
and unsafe drivers— obvious things like reaction time, depth per- 
ception, and eye-hand coordination, as well as psychophysiological 
functioning and intelligence— seemed to make little difference in most 
cases.” 

As a matter of fact, these investigators found on a test of driving 
skill that the high-accident subjects actually reacted more quickly 
than the safe drivers, and finished the entire test sooner, but that they 
made more errors along the way. The implication here is that being 
able to get one’s foot to the brake a fraction of a second sooner than the 
next person may be less important than driving carefully enough so 
that such activity is unnecessary. 

Does the intake of alcohol and drugs cause accidents? 

Nearly half of the fatal motor vehicle accidents in Connecticut 
in 1959 involved a drinking driver or pedestrian. Among drivers, two 
out of five had been drinking, while among adult pedestrians, the 
proportion was even higher. Evidence obtained since the widespread 
adoption of the so-called tranquilizer drugs, suggests that they may 
be playing a more significant role in motor vehicle accidents than had 
previously been assumed. It also appears that alcohol and drugs may 
play a role in other types of accidents, such as those involving falls, 
drownings, poisonings, and machinery. 

Are psychological factors important in the causing of accidents? 

Research evidence indicates that psychological factors are indeed 
important— at least in some kinds of accidents. 

A Canadian psychiatrist, William Tillman, has argued that “a per- 
son drives as he lives.” A number of recent findings seem to support 
this idea. In one study of adidt male drivers, the accident-repeater 
group was found to contain unusually high percentages of persons 
who: (1) were having difficulty in controlling angry, hostile feelings 
and who, as a result, were likely to display antisocial, “acting-out” 
behavior, either at the level of outright physical belligerence, or at 
the level of verbal aggression— in the form of sarcasm, carping com- 
plaints, or destructive comments; (2) were rather unconventional in 
attitudes and behavior, including a lack of concern with religious 
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values; (3) either were overly preoccupied with their own fantasy life 
or, conversely, tended to act on impulse, with little or no capacity 
for reflection and planning; (4) cither were very self-centered or, con- 
versely, appeared overly sensitive to, and worried about, the feelings 
and opinions of others; (5) showed an incapacity to tolerate tension 
generally. 

Other investigators report encountering such characteristics as 
emotional instability, impulsiveness, lack of alertness, egocentricity, 
irritability, foolhardiness, inadequacy, and poor social and vocational 
adjustment more frequently among high-accident drivers than among 
accident-free drivers. 

In one study of the social adjustment of drivers, accident-repeater 
and accident-free drivers (matched for driving experience and geo- 
graphic region), were checked for a record of contacts with various 
social agencies, such as juvenile and adult courts (nonmotor vehicle 
charges), credit and collection agencies, and social service agencies. 
The results showed that 66 per cent of the repeaters were known 
to one or ,! -VC of these agencies, as against only 9 per cent of the 
accident-free drivers. 

In brief, there seems to be a consensus among most investigators 
that psychological factors play a role in susceptibility to motor vehicle 
accidents. In addition, there is reasonable agreement as to the nature 
of many of these factors. However, more research is needed before 
we can be sure how applicable these findings are to other types of 
accidents, such as childhood or industrial accidents. 

What about childhood accidents! 

Children's accidents probably differ in a number of important 
ways from the accidents of grown-ups. Adults, because of their greater 
knowledge and experience and their more advanced mental and 
physical development, are potentially better able to notice, evaluate, 
and respond appropriately to risk situations than the young child. 

The adult is basically more capable of anticipating and avoiding 
accidents, but whether he does so or not may be more dependent on 
special psychological factors. The child’s accident rate, on the other 
hand, may be more a function of the safety practices and teachings of 
his parents, and of the number of potential accident situations he 
encounters. The parent who exposes his child to the normal dangers 
of living, but who also guides him on how to cope with them, may be 
contributing more to his child’s ultimate safety than either the 
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parent who allows his child to run loose without proper guidance, or 
the parent who unrealistically attempts to protect his child from all 
possible danger situations. 

However, it is also possible that some children arc psychologically 
more susceptible to accidents, regardless of the state of their knowl- 
edge of, or experience with, potential accident situations. Preliminary 
evidence suggests that children with high accident rates are frequently 
stronger and more active than their peers, more impulsive and dare- 
devil in their attitudes, more unstable emotionally, and less well 
adjusted to their social group. 

Much more remains to be learned about the role of psychological 
factors in childhood and other nonmotor vehicle accidents. Unfor- 
tunately, research in these areas is more diflicult than in vehicular 
accidents. 

Why is such research more difficult? 

Such research is difficult primarily because of the problem ol 
controlling for the ctfects of what scientists call “exposure.” It is 
obvious that one is not going to have an automobile accident while 
sitting home watching television. At least to some extent then, one’s 
likelihood of having an accident is a function of exposure to potential 
accident situations. The long-haul transport driver wOto drives 100,000 
miles a year without an accident is performing a miuh more re- 
markable feat than one who drives 10,000 miles in the same period. 

In motor vehicle research, exposure is reasonably easy to control. 
We can equate accident and nonaccident drivers for such things as 
miles driven per year and the conditions under wliich ihis driving 
took place. It is much more difficult to control for exposure in studies 
of home accidents or farm accidents. For this reason, many accident 
studies in the past have led to false or misleading conclusions. 

Do males^-^or females^have more accidents? 

Sixty-nine per cent of all accidental deaths are among males. 
Females equal the male rate in fatal falls, but in all other types of 
fatality males exceed females to a significant extent. 

Probably much the same sex ratio holds for nonfatal accidents. How 
much these sex differences are a function of the greater exposure of 
males to risk situations (e.g., driving more miles per year), as opposed 
to the generally “safer” behavior of females in such situations (e.g., 
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driving more carefully), is open to question, though both factors 
appear to be involved. 

Are most accidents caused by chronic accident-repeaters? 

Definitely not. Although a minority of the population (the so- 
called severe accident-repeater group) has more than its share of 
accidents, the fact remains that it is the average person, with only a 
modest previous accident record, who accounts for the overwhelming 
majority of accidents— on the road, at work, and in the home. 

It might well be argued that occasional accidents arc inevitable, 
and are to be expected in the normal course of daily living. Certainly 
it is true that accidents cannot be eliminated entirely. Simply par- 
ticipating actively in today’s c:omplex, dynamic, swilt-moving world 
invcjlvcs some risk. 

Nevertheless, clinical evidence suggests that psychological and physi- 
ological fac tc:)rs may play a role even in the average person’s occasional 
acc idents. Apparently an individual’s susceptibility to accidents is not 
the same at <ill times— even when the risks in the external world are 
the same. 

When is the average person most likely to have accidents? 

Wc must remember that avoiding accidents involves a number 
of complex psychological processes: an attitude of constant alertness 
to the external world: an ability to evaluate possible risk situations, 
together with the capacity to act quickly and intelligently to avoid 
them; and the ivish to do so. Anything that interferes with any of 
these processes, even temporarily, will increase the individual’s ac- 
cident susceptibility. Thus, such physiological influences as fatigue, 
illness, alcohol, and sedative drugs (including tranquilizers) may im- 
pair a person’s efficiency and consequently increase his likelihood of 
having an accident. 

Emotional influences may have a similar effect. Whenever a person 
is tense and angry, unusually elated about something, or preoccupied 
with worries, his alertness to potential risk situations and his capacity 
to deal effectively with them is impaired. Furthermore, he may even 
fail to care about danger, or in some instances may actually seek it. 

What can be done to reduce the number of accidents? 

This, of course, is the crucial question. Accidents are not a simple 
matter. Ross McFarland, in his attempt to apply epidemiological 
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concepts to the accident problem, states that accidental injuries and 
death “can be interpreted as resulting from the total forces involved 
in the competition between man and his environment.” 

Any sensible approach to the accident problem must take account 
of both these elements. On the side of environment, accident potential 
can be reduced by designing: safer machines for industry; less hazard- 
ous living quarters for older people; better highways with improved 
access patterns; safer cars, with such things as seat belts and safety 
door latches; childproof drug and poison bottles with hard-to-open 
tops; and so on. The possibilities are virtually limitless. Much has 
already been done in this area. Much more is required. 

On the side of man himself, we have even more unfinished business. 
To the extent that accident avoidance involves a knowledge of risk 
potential and of proper safety procedures, more safely education is 
needed both for children and adults. To the extent that physiological 
competence is involved, every effort should be made to keep the in- 
dividual healthy and to advise him of his increased accident suscepti- 
bility when he is not healthy, whether as a result of temporary fatigue, 
alcohol, drugs, illness, or physical disability. In cases of obvious 
danger, some activities, such as driving, may have to be restricted 
by law. 

To the extent that emotional factors—whether temporary or chronic 
—are involved in accident avoidance, we need to provide a healthy 
emotional climate for growing children, and psychologically tolerable 
working and living conditions for adults. We need also to warn people 
of the increased accident risk they face when their emotional equi- 
librium is temporarily or chronically disturbed, whether by anxiety, 
anger, depression, or even by joy and excitement. In extreme cases 
of chronic disturbance, the individual’s only hope of staying alive may 
be through some sort of psychotherapeutic intervention, group or 
individual. 

Finally, to the extent that we still lack knowledge of the many 
complex factors involved in accident causation, we should encourage 
and support further research, both basic and applied. 
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What is adolescence? 

The term “adolescence” is derived from a Latin verb meaning 
“to grow up.” It is defined in the dictionary as the period of life from 
puberty to maturity. For the biologist, adolescence is a period of rapid 
groivth. It begins with an accelerated phase that continues until the 
attainment of sexual maturity, merges into a decelerating phase and 
terminates when skeletal growth has ended. But adolescence is also a 
social phenomenon. Its duration is determined not only by biological 
factors but by the way the particular society defines childhood and 
adulthood the sociologist may describe adolescence as a period 

when society has ceased to regard the young individual as a child but 
has not yet accorded him full adult status. 

Two conflicting themes can be detected in these definitions. In one 
view, adolescence is a periixl of positive attainment, of growth, and of 
maturation; in the other, it is a period between, a stage of transition. 
This prepares us for the issues with which we shall have to deal in 
trying to understand adolescence. The adolescent is striving toward a 
goal which he is in the process of achieving. Having left childhood but 
not yet having achieved adulthood, he is confused (as we are often 
confused) as to who he is. 

What are the physical and emotional changes that accompany ado- 
lescence? 

Adolescence is triggered by changes in the activity of the pituitary 
gland, which lies at the base of the brain. The pituitary secretes 
hormones that inlluence body growth directly by acting on cells and 
tissues, and indirectly by stimulating other endocrine glands— the 
thyroid, the adrenals, and the gonads. The growth hormone of the 
pituitary causes retention of dietary protein and accelerates the grotvth 
of bone. By influencing the thyroid, the pituitary also promotes bone, 
tooth, and central nervous system growth. By its action on the adrenals, 
it influences the carbohydrate metabolism of the body. It stimulates 
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the secretion of adrenal androgens, which are produced in both sexes 
(although they are commonly termed “male sex hormones”). The an- 
drogens cause the growth of sexual hair (under the arms, on the face, 
and around the genitals) and also influence general body growth. 
Specifically masculine or feminine characteristics are determined by 
pituitary activation of the testes in the male or the ovaries in the fe- 
male. 

The emotional changes that accompany adolescence are in part a 
result of these biological forces, and in part a result of cultural ex- 
pectations which govern the behavior of each member of society. The 
particular form of the psychological characteristics will be determined 
by the rate of biologit .d change, the kind of society the youngster lives 
in, and finally by the individual features of his own family. The ado- 
lescent experiences an increase in body energy and in body tension. 
This is often reflected in what has been termed “sensation hunger”- a 
craving for excitement and stimulation. Aware of the approach of 
adulthood, he begins to strive for independence; at the same time he 
has not yet ceased being a child and has dependent needs tlKii must be 
satisfied by his family. The struggle between independence and de- 
pendence explains much of the turbulence observed in the adolescent. 
He is trying to discover who he is. In his uncertainty, lie seeks out his 
age mates, trying to draw from them the strength to be independent 
of his family. He now faces more clearly than before the yecessity of 
seeing himself as an adult and of assuming the sexual characteristics 
of his role. He looks ahead to'what he will be; there is an increase in 
his need to be creative. He wishes to exceed the capacity of his elders. 
His intellectual level reaches a new stage in which he becomes capable 
of abstract thinking in its highest form. 

Is there an average age at which these changes begin? 

There is, of course, an average age; however, this is merely a 
mathematical computation based on observations of many individual 
cases. But more striking than the average is the variation. The earliest 
changes may be seen between the ages of nine and eleven, but may not 
occur in completely normal individuals, particularly males, until as 
late as sixteen or seventeen. Most youngsters will exhibit definite signs 
of adolescence by twelve or thirteen. On the average, adole.scence is 
complete by eighteen or twenty, but in rare individuals may continue 
until twenty-five. 
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Do ad4>lescents ever ivish for these changes not to occur at all? 

A significant number of adolescents, psychologically unprepared 
for growing up, are reluctant to see the changes of puberty occur. This 
may be manifest in shame or disgust when the early signs are noticed. 
Or it may be manifest in continuing to behave as a much younger child 
even after physical adolescence is well under way. An example of a 
specific body reaction determined by psychological distress at the be- 
ginning of adrdescence is seen in the girl who begins to stoop over and 
round her shoulders so as to diminish the apparent size of her breasts. 
She may choose her clothes in such a way as to make her look younger 
than she is and to hide her developing body. 

Why does the adolescent fear these changes? 

Reasons for such behavior are complex and vary from case to case. 
However, one can expect the reasons to lie in two general areas: an 
unwillingness to give up the indulgences of childhood and to face the 
responsibilities of coming adulthood, and a fear and shame over as- 
suming an aduit sexual role. The former situation is likely to occur 
in a child who has been excessively gratified and maintained in a de- 
pendent position by his parents. He may see in the coming adolescence 
the need to give up his privileged position to undertake tasks which he 
fears he cannot accomplish. The latter reflects confusion about sexual- 
ity and lack of preparation for its proper role in life. Sex is seen by him 
as something dirty and improper. The youngster is upset by the 
changes in his own body which imply that he is subject to urges he 
has been taught to regard as shameful. 

Can wishing for such delay ever actually produce it? 

No definite answer to this question is possible. There is evidence 
that the pituitary gland, which is the master endocrine gland in en- 
gineering the changes of adolescence, is itself subject to physiological 
control by the brain. Thus, pituitary function at adolescence might be 
disordered because of emotional disturbances. Some clinicians think 
that unreadiness for growing up could delay the physical process. How- 
ever, there is no conclusive evidence for this point of view. Menstrual 
irregularities are frequent during the first few years after menarche. 
It is also known that emotional disturbance can be associated with 
failure of menstruation. But this seems to be a nonspecific effect of 
stress rather than specific to the psychological conflict. Some youngsters 
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exhibit irregularities in growth curves which show a correlation with 
emotional upsets. The mechanism of this phenomenon has not been 
discovered and any conclusive statement on present evidence would 
be unwarranted. 

Out of their own emotional needs, do some parents ever wish for such 
delayl 

The answer to this question is an unequivocal yes. There arc 
parents who refuse to dress their children appropriately long alter 
adolescent development has occurred because they do not wish to ad- 
mit that it has happened. Such parents continue to treat their children 
as though they were much younger. 

What are the reasons why parents might he reluctant to see these 
changes occur? 

The reasons may be divided into two general categories. On the 
one hand, there is inability to grant the independence that goes with 
adolescence and, on the other, there may be Icar of the emergence of 
sexuality in the child. Just as children grow and develop from one 
stage to another, parents must grow and develop in relation to them. 
Some parents can meet dependent needs easily but are tinable to give 
up being tlie central figures in their child’s life. 'Fhey see puberty as 
the beginning of a change that wnll lead the child out of the' home and 
into his own life. They fear loneliness and abandonment because they 
are unable to develop a more mature relationship with their child. 
They are made anxious by the prospect that he will make his own de- 
cisions and they feel unable to cope as equals with him. 

For parents whose relationship with their child has a strong sexual 
charge to it, the emergence of overt .sexual characteristics in adolescnce 
may be threatening because it brings these unwelcome and unaccept- 
able parental feelings more clearly to the fore. The emergence of 
sexuality in the child is frightening to parents who have never worked 
out a mature solution for their own sexual feelings. They may fear 
that the youngster will display forbidden impulses and wishes which 
they harbor them.selves. They react by projecting their own inner con- 
cerns onto the child. Unjust accusations of sexual misbchavic^ are very 
bewildering to the youngster who may develop a paralyzing sense of 
guilt or react by doing just what his parents fear since he is already 
being falsely accused. 
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Should adolescents he expected to talk of these changes with their 

parents? 

If a healthy relationship exists between the adolescent and his 
parents, he will be able to discuss his puzzlement and his curiosity 
about the new changes in himself. If the ground for this discussion has 
not been set by honest responses to the questions of earlier childhood, 
considerable diflicnlty in raising these issues may be expected, now 
that they have become acute. Usually, the adolescent is more com- 
fortable in discussing the physical changes in himself with the parent 
of the same sex, hut it depends a good deal on the kind of relationship 
he has with each parent. 

It is not uncommon, even where a good parent-child relationship 
exists, for the adolescent to become more secretive about himself at 
this period. He may wish to work out his own solutions to problems 
before bringing them up for family discussion. The tactful parent re- 
spec ts this prerogative in his child but will attempt to indicate his 
readiness to discuss any questions once they arc formulated. The 
youngster will often need help to get a discussion started; failure to 
raise questions does not indicate that there are ncme. A suitable book 
on the subject tactfully offered to the youngster may provide an occa- 
sion for a discussion after the book has been read. Or a casual mention 
of tile subject without specific reference to the youngster himself may 
provide the framework for a freer exchange of information. 

Willingness on the part of the child to discuss sex is in general to 
be ^velcomed. However, parents should be wary of endless discussions, 
repetitive in nature, that cover the same ground. This may be ex- 
hibitionistic rather than a real search fc^r information and reassurance. 
Sometimes the problem lies ncjt with the child but wdth his parents, 
Avhose own unsatisfied sexual curiosities are gratified by excessive and 
prolonged discussion. This can lead to unhealthy attitudes in the child. 
Both unwillingness to discuss aclolc.scent changes and constant dis- 
cussion of them indicate problems in interpersonal relationship and 
warrant consultation with the family physician. 

Is the age of sexual maturation influenced by heredity? 

Family patterns of early or late adolescence can be demonstrated. 
If the mother has had the onset of her menses early, her daughter is 
likely to mature earlier than the daughter of a mother with a later 
onset. A similar relationship is likely to exist between the age onset of 
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adolescence in father and son. These are, of course, statistical asso- 
ciations and there may be wide differences in a given family. 

Does the beginning of adolescence occur at the same age, and in 

generally the same way, to boys as to girls? 

In general, the onset of the earliest adolescent changes occurs one 
to two years earlier in girls than in boys. The first change to occur 
in the girl is an increase in the transverse diameter of the pelvis and 
slight budding of the nipples of the breasts. A boy of the same age may 
display no changes at all. The next change noticed in the adolescent 
girl is budding of breast tissue and growth of pubic hair. This is fol- 
lowed by pigmentation of the nipples and changes in the lining of the 
vagina. At about twelve or thirteen, menses begin. In the boy, the 
earliest changes are growth of the testes and penis. At this period there 
may also be some swelling and pain of the breasts in the normal boy. 
(This often concerns the youngster and his parents but is a perfectly 
normal finding. In most instances, with no treatment, it disappears 
spontaneously. A brief discussion of this matter with the family physi- 
cian may save the adolescent boy a good deal of anguish.) He then 
develops pubic, axillary, and facial hair. The next change is apparent 
in his voice. The production of sperm in the male occurs, on the 
average, two years later than the average age of onset of menses in the 
female. 

These differences in the manifestations of adolescence in the two 
sexes are also evident in differing patterns of growth rate, acejuisition 
of muscle mass, and body fat. The adolescent youngster of cither sex 
will, however, exhibit an increased requirement for calories, proteins, 
and calcium. 

Does the beginning of adolescence vary among national groups? 

It appears to be true that among the peoples of the Mediterranean, 
adolescence has an earlier onset than for those of the more northern 
peoples, though solid proof for this belief is lacking. 

Does it vary according to climate? 

Adolescence may have a somewhat earlier onset in hotter climates. 
It is difficult, however, to disentangle this finding from the racial dif- 
ferences among the people who inhabit the various parts of the world. 



Adolescence 


43 


Does it occur at the some age among primitive societies as in the 

United States? 

The age of onset of adolescence docs vary in different groups. The 
reasons for this phenomenon are not clearly understood; they may be 
racial, climatic, or even nutritional. According to some authorities, 
the average age of onset of menstruation has become lower in the 
United States over the past fifty years. Some people see in this a reflec- 
tion of the increasing pace of our society, but this suggestion is purely 
speculative at the present. 

It should be emphasized that adolescence is not merely a biologic 
phenomenon but is a social phenomenon as well. In some societies the 
cultural pattern requires an abrupt transition from childhood to adult- 
hood; adolescence is relatively brief and marked by severe stress. Ado- 
lescence as a social phenomenon in the United States is becoming in- 
creasingly prolonged liccause of the fact that ours is a highly technical 
society. We require more and more training of our young people for 
every occupation. C'onsequently, we prolong adolescence by delaying 
the time when youngsters can assume full responsibility for their own 
lives. In this sense, adolescence terminates at an earlier age in a more 
primitive society. Less training is required for adult functions; the 
al)ility of a primitive society to support a long period of education for 
adulthood is limited by its meager resources. 

How many persons in this age group are there in the United States? 

The answer to this question depends upon a definition of the age 
limits we apply to adolescence. If we take the range from ten to nine- 
teen years of age, we find within it about eighteen per cent of our 
population. In absolute terms (as of 1900) this amounts to approxi- 
mately ihirty-tw(j million young people. Another way c^f looking at the 
population distribution is in terms of school attendance. Whereas there 
are about thirty-one million children enrolled in elementary school, 
there are only ten million in high school. 

Is the proportiofi of adolescents to the rest of the population in the 

United States changing? 

There have been decided shifts lu the population distribution in 
the United States over the past fifty years. These shifts reflect two major 
factors. One is the changing birthrate. During the period of the de- 
pression the birthrate fell markedly. During the early and middle 
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1940’s there was a rise in the birthrate. This, together with the grow- 
ing size of the population, resulted in many more births. The second 
factor that influences the proportion of adolescents to the rest of the 
population is the lowering of the death rate. Many more people live 
to their sixties and seventies. As a result of these changing birth and 
death rates, there arc more people between the ages of ten and nine- 
teen and fewer in the range of twenty to twenty-nine. These facts have 
significant social implications. Whereas in 1940 there were 1.67 per- 
sons in the economically productive ages (eighteen to sixty-four) for 
each dependent person under eighteen or over sixty-five, by 1950 this 
ratio had dropped to 1.56, and by 1958 to 1.31. This greater burden 
of dependency has, however, been compensated by the great increase in 
individual productivity as a consequence of the scientific and technical 
revolution of this century. 

Does the period of adolescence differ in the United States from that of 

other countries because of our universal education lazvs? 

Clearly, adolescence, as a social phenomenon, is prolonged when- 
ever compulsory school requirements extend the duration of school at- 
tendance. In part, these laws reflect a culture that stresses the impor- 
tance of education for a democratic society. In part, they stem from the 
necessities of an industrial society that recpiires more highly trained 
workers. A third factor related to the duration of compulscvry educa- 
tion is the need for labor. Our speiety has not yet solved the problem of 
providing adequate work for all of its able-bodied citizens. The ado- 
lescent of limited education and experience is at a severe disadvantage 
in the labor market. Consequently, the rationale for increased training 
is all the greater. This provides a problem for the adolescent of limited 
educability. Whereas some years ago such a youngster could have be- 
come self-supporting, he must now remain in school or face unem- 
ployment if he drops out. There is a need for the reintroduction of 
such pioneering social ventures as the Civilian Conservation Corps of 
the 1930*s as a means of providing productive work to adolescents who 
have reached the end of their academic achievement and who require 
outlets for their creative energies. 

Whatever problems this prolongation of adolescence brings in its 
wake, it cannot be reversed in the face of the technological develop- 
ments in our society, developments that bring with them great pos- 
sibilities for a better life for all. What is required is a greater degree 
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of concern and imagination to find ways and means of placing young- 
sters who do not possess the skills for advanced technical training. 

Why does it seem that adolescents as a group exert a force in American 
life today that is greater than that of previous times and seems con* 
tinually to he growin^^ 

While it is easy to agree that adolescents do exert a greater force 
than they did in previous times, it is more dillicult to give an accurate 
reason for this phenomenon. "I'here are relatively lew fact5 and much 
speculation. 

It should first of all be noted that this is a phenomenon not limited 
to the United States. It is noteworthy that revolutions which overthrew 
corrupt governments in Korea and Turkey were spurred by student 
action. In many countries, students traditionally have played an im- 
portant role in political life. Recently, this has become an important 
social phenomenon once again in the United States, with the spread 
of student sit-in movements and the resumption of the political activity 
that chanut'^n/ed the student life of the lO.SOS. 

We have called attention to the growing number of adolescents. 
Thus, simply from a numerical point of view, their ijiHuence might be 
expected to be grc‘alcr. This, however, is an insufHcieni explanation. 
Their growing influence may stem in part from the greater affluence 
of our society. With more of our families having high living standards, 
parents have had a corresponding interest in affording their youngsters 
the privileges they themselves did not have. 

Ours is a rapidly changing society, rraciition is less of a force in the 
United Stales than elsewhere. Consequently, <tdolescents arc less 
('onlined in the possibilities available to them and les'* restricted in think- 
ing of new ways of doing things. Indeed, in a society which is rapidly 
changing, tradition is not a very satisfactory guideline for future ac- 
tivity. If our young people are to prepare themselves for a changing 
future, they must learn different w^ays eff getting along and of organiz- 
ing themselves than were suitable for us. There arc, of course, nega- 
tive aspects to this very phenomenon. The adolescent needs limits; 
the weakening of the traditional force of the family leaves him some- 
what confused. Me thus expresses his surging independence and exerts 
more influence in society in relationship to diminished control ex- 
hibited by his ciders. 

The great buying power of the adolescent is reflected in the numer- 
ous magazines and advertisements directed specifically at the adolescent. 
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However, while this certainly influences commercial ventures, such as 
fashions, popular music, and entertainment, the commercial emphasis 
reflects rather than causes the impact of adolescent influence on our 
society. 

How are adolescents affected by the great degree of seminudity and 
public candor about sex, which is evident in movies, television, books, 
and magazines? 

One should discriminate between frankness about sex in order to 
supply truthful information and overstimulation of sexual curiosity 
by entertainment media, which are solely concerned with audience size 
and profits. Accurate information imparted to children by parents and 
teachers in order to increase understanding of sex as a physical expres- 
sion of love facilitates the growth of personality. It removes from sex 
the elements of the forbidden, the indecent, and the vulgar. This stands 
in sharp contrast to the display of sex in a teasing fashion which prom- 
ises access to what is glamorous because it is forbidden and stresses its 
purely physical aspect. Unfortunately, these two questions are often 
confused. Those who have the reasonable goal of wishing to protect 
adolescents against pornography, at times confuse this with denying 
them any information about sex at all. Those, on the other hand, who 
recognize sex as a healthy part of adult living, may unwittingly find 
themselves justifying access to materials that are destructive. 

The adolescent has surging up within him a series of complex 
physiological and psychological changes related to his new sexual role. 
Excessive stimulation of his sexual responses at a time when he is not 
prepared to integrate them into fully mature behavior can only pro- 
duce turbulence, confusion, and ill-considered action. 

Are adolescents affected by the fact that less and less in our society a 
boy will follow his f other* s vocation or profession? 

This is an important social phenomenon shaping behavior of the 
adolescent boy. In tradition-bound societies where a youngster grows 
up to assume the vocation of his father, adolescence is a less turbulent 
period. He has few^er choices to make. He finds it easier to emulate his 
father and more profitable to identify with him. 

This may make life simpler but it should be emphasized that it does 
so only at the expense of decreasing initiative and freedom. In a re- 
stricted society, a youngster whose talents are different from those of 
his father and whose interests lead him in a different direction must 
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forego them. Ours, on the other hand, is a society of opportunity. It 
becomes possible for each to realize the potentialities inherent in him. 
Until he finds himself, he may suffer greater anguish, but once he 
does, he can achieve greater fulfillment. We must find substitutes in a 
democratic and mobile society for the traditions that supported ado- 
lescents in the more autocratic societies in the past. The boy can learn 
to admire and respect the integrity of his father’s lifework, just as his 
father can derive his satisfactions, not from having a pale imitation of 
himself, but from seeing his child flower into a new and different man. 

Are adolescents affected by the fact that thirty per cent of mothers 
with children under eighteen are in the labor force? 

Between lf)48 and 1958 there was an eighty per cent increase in 
the proportion of mothers, with children under eighteen, who were 
in the labor force. It is clear that this must have an impact upon grow- 
ing youngsters because of the change in family jiving patterns it en- 
tails. Change, however, does not necessarily imply change for the worse. 
Although are conflicting findings in the literature, there is no 

good evidence that children of working mothers arc less well adjusted. 
More important than whether mother works is the reason why she 
works. If she works because her husband is dead, the shifts in family 
structure and in income are likely to be more significant influences on 
personality formation than the simple fact of her working. If she works 
because she finds caring for her children uncongenial, then it is this 
rather than the issue of working or not working that tvill have its im- 
pact on the family. Moreover, when she goes back to work, the ages of 
the children, the hours she works, and the adeque^cy of arrangements 
for the care of the children, all will be important factors in determin- 
ing the adjustment of her children. 

How are adolescents affecteil by revelations of vice, graft, perjury, and 
malfeasance in high office? 

In the search for personal identity during adolescence, ideals and 
standards taught in the past are subject to critical re-examination. To 
find the noble standards of democracy and morality violated by people 
in public office is a disturbing experience for adolescents. Some react 
with cynicism; they conclude that each person is out for himself, and 
that the highest goal is sclf-prcserv^ation. Delinquents frequently refer 
to corruption by those in public office as a rationalization for their own 
misbehavior. Violation of public trust has a destructive influence on 
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the faith the adolescent is able to place in the standards of the adult 
world. 

What are the adolescents emotional reactions to the heightened inteU 
lectual competition of this decade, in connection with the race for 
world leadership? 

The stimulus of competition, when it is competition for positive 
accomplishment, can be a constructive force. Many youngsters arc 
spurred to greater effort by the recognition that our country must de- 
pend on them, if it is to achieve its destiny. Unfortunately, ilie (om- 
petition is often stressed in destructive terms: the race for a better 
bomb, a more destructive missile, a more lethal system for bac terial 
warfare. The urges within the adolescent are to create; the realization 
that much of the world’s effort is directed toward stoc kpiling weapons 
not only fails to inspire but is likely to lead to a sense of futility. Some 
youngsters conclude: If world annihilation is in store, why strive for a 
future that may never arrive? The mature and capable youngster secs 
in this predicament a challenge. On the one hand, tluTe is the pos- 
sibility of a better world than has ever been known; on the other, the 
threat of no world at all. He sees himself as the hope of the future, 
since the leadership of the generation belore him has failed so miser- 
ably. 

What are the adolescents reactions to the current scare statistics given 
such wide publication^ such as those of teen-age drug aildicts, teen-age 
crime, teen-age syphilis? 

Many adolescents resent the publicity given adolescent crime 
which tends to stress it out of all propc^rtion and to give uo credit for 
the many constructive accomplishments of his peers. The periodic 
alarms that preempt the front pages rarely lead to effective action. Cur- 
fews and other restrictive measures curtail the freedom of all adoles- 
cents because of the misbehavior of a lew. Consequently, young 
people resent such publicity for they can foresee its most probable out- 
come. On the other hand, adolescents are likely to respond in a posi- 
tive way to requests that they themselves consider possible action to 
correct teen-age abuses. In some communities, adolescents have been 
invited to sit on commissions to study such problems and often make 
worthwhile contributions. The responsible adolescent does not deny 
that a problem exists; he insists that only the real problems be faced 
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and dealt with seriously rather than serve as an occasion for selling 
newspapers or obtaining political office. 

What are the effects on the adolescent of living in our society where, 
he is told, anything is possible for him? 

The multitudinous possibilities the American future holds out for 
the adolescent, some real and some illusory, have a complex effect on 
his personality development. It is invigorating for him to feel that his 
fate lies in his own hands and that lie can become whatever he has the 
capability and the energy to achieve. Unfortunately, this message ap- 
plies not only to socially creative accomplishments but to socially de- 
structive ones as well. Thus, there are pulls in opposing directions. 
One youngster responds by exerting the intellectual effort to become 
a scientist, the imaginative skills to become an artisan, or the organiz- 
ing abilities to establish a new enterprise. Another may look for the 
easy way out and concentrate on superlicial values in the hope of mak- 
ing easy n'onev. 

Although ours is a society with fewer social restrictions than many, 
restrictions do exist. Many young people long for goals they cannot 
achieve because of race or religion. For others, higher education is 
simply not possible because of economic disadvantage. Many delude 
themselves Avith fantasies of becoming movie stars without the neccs 
sary talent (and luck), and thus fail to capitalize on the abilities they 
have. What is possible in the future for each individual must be con- 
structively delined in terms of his own abilities, motivations, and op- 
portunities. It is here that parents, teachers, and counselors can be es- 
pecially helpful. 

Are adolescents affected by the fact that today man has the means to 
wipe himself off the face of the earth and may at any moment do so? 

Some adolescents react to world instability by seizing what pleas- 
ures they (an. Boys face delays in wenk or education because of the 
draft. Girls see marriage receding into an uncertain future. The course 
of their lives seems beyond their own contnil. This narrows horizons to 
the present; it suggests that work for future goals is futile. But this is 
the reaction of some, not all. Other youngsters are able to see in the 
desperate situatiem of the world a challenge to greater effort. It is this 
that accounts for the renaissance of social action among the young. 
They see a threat to their future Avhich they must help to control. 
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Does jealousy sometimes occur between a girl and her mother as bodily 
changes of adolescence occur? 

Such jealousies do occur but their extent depends upon the ade- 
quacy of the relationship between mother and daughter. Where mother 
and daughter have been rivals for the father's affection, maturation of 
her daughter may stir anxiety in a mother who sees her daughter as a 
more threatening rival. Such a mother may misinterpret her daughter’s 
behavior because of her own feelings and thus lead to a conflict which 
was initially no more than a one-sided feeling. A mature mother will 
take pride in her daughter’s development and see it as a complement 
to her own femininity rather than as a threat to it. 

Do jealousies occur between father and son as the son grows taller ^ 
huskier, and perhaps stronger? 

The father who is not sure of his own manhood and who is not 
confident that he can control his youngster may become irritable, 
excessively harsh, and unreasonable as he sees his son’s prowess ex- 
ceeding his own. He may fear that he will be supplanted as the head of 
the household. His domineering belligerence may succeed in inhibit- 
ing his son’s assumption of a more adult and masculine role. Or the 
son may respond with antagonism, become more assertive, and thus 
heighten the conflict. Usually, the struggle between father and son is 
out of their awareness. Frank and quiet discussion, by making each 
more aware of what he has been doing and why, can put matters back 
in perspective, if family ties are basically healthy. When the clash is 
superimposed on fundamental family conflicts, psychiatric help may 
be necessary. 

What changes may occur in the relationship between the adolescent 
and brothers and sisters? 

Conflicts about dominance and submission are likely to become 
more acute in the adolescent in relation to his siblings. He will demand 
more privileges and more recognition than the younger children. He 
will challenge the dominance of older siblings established in an earlier 
period. As he becomes more aware of bodily changes and sensual feel- 
ings, he may become uncomfortable with siblings of the opposite sex 
and avoid closeness. Conversely, he may become more curious about 
physical structure of his siblings and begin some tentative physical ex- 
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ploration. These explorations are not unusual in adolescence and 
should not be regarded as original sin. They do require, however, to be 
discouraged lest they produce acute distress in both participants. This 
can be done in such a way as to let the youngster know that his parent 
understands that he has sexual feelings but that he will not be al- 
lowed to express them physically. 

What are the reactions of the adolescent to the birth of a new baby 
in the family? 

The possible reactions are as varied as the differences in families. 
The experience can be a very constructive one. The adolescent may 
respond to the birth of a new child by developing parental feelings that 
will lead to caring for the baby like a young mother or a young father. 
He may feel acutely jealous and see the baby as a rival for his parents’ 
affections. If his understanding of the role of sex in procreation is 
poor, the birth of a sibling may be distressing because of his preoccupa- 
tion with the parental sexual activity that it implies. He may displace 
his aversion to sox onto the new child whom he then shuns. It should 
be stressed that the birth of a sibling need not lead to conflict; if it does, 
it indicates that earlier issues have not been resolved in a healthy 
fashion. 

What is the effect on the adolescent if the time of his maturing is mueh 
different from that of his classmates and his friends? 

This is a common source of distress for the adolescent whose time 
schedule differs from the average. The extent of his distress is usually 
conditioned by two factors: how upsetting the delay is to his parents, 
and how secure a child he has been. The youngster whose adjustment 
has been precarious will find a difference in maturation rate much 
more difficult to contend with than will the one who has been well 
adjusted. For boys, late maturation is more likely to provoke problems 
than early maturation, unless the precocioiisness is extreme. He may 
doubt his own masculinity and wonder whether he is ever going to 
grow up. He may feel inadequate and avoid the company of his peers. 
Such youngsters are frequently unwilling to take pliysical education 
classes because of the necessity to si*uwer in front of other boys. He 
may be unwilling to take part in parties and dating because he ex- 
pects to be turned down. The distress experienced in such situations 
can be alleviated by a frank discussion with the family physician as to 
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the meaning of the delay; usually, the youngster can be reassured that 
his development, though delayed, will nonetheless be complete. 

For the girl, precocity is as often a problem as delay. Her reaction 
will depend not only on her family’s attitude but as well on the stand- 
ards in her community. In many contemporary communities, great stress 
is placed on early sexual maturity. The girl wlio is late may feel out of 
things. She may respond by attempting to simulate a development that 
has not actually occurred. This can be a healthy and adaptive response, 
if it is not carried to excess. Appropriate methods of dress, hair style, 
cosmetics, and carriage can assist a girl to diminish the differences be- 
tween herself and her peers. 

Can medicine or other means he used to accelerate late maturation? 

Where late maturation is normal for the individual, usually as 
part of a family pattern, medical means to accelerate maturation are 
ill-advised. In such instances, reassurance that the process will occur 
in due time is the treatment of choice. Medication may interfere with 
normal development and produce unwanted side elfects. When matura- 
tion is delayed because of pituitary, thyroid, or other hormonal de- 
ficiencies, specific medical means to repair the lack are available and 
their use is indicated. They require experience and skill on the part 
of the physician and should be used only by a highly competent prac- 
titioner specializing in endocrinology. (See Hormones and Behavior) 

How does the adolescent attempt to cope with the undesirable physical 
factors of maturing, such as sudden weight gain in girls, acne in both 
sexes, voice change in hoys? 

The most frequent response to the presence of undesirable physi- 
cal characteristics is a tendency to avoid social situations in which the 
deficits will be evident to others. The boy with a changing voice may 
become taciturn. The obese girl may not wish to appear on the beach 
and may try to get out of pliysical education classes. Acne can be a 
great source of distress to the adolescent. He becomes self-conscious 
about his disfigurement; he may have distressing notions as to why his 
skin has broken out. A common belief, entirely without medical justi- 
fication, is the idea that masturbation is related to acne. The youngster 
who has heard this old wives’ talc may feel acute shame about his acne 
because he regards it as a sign to the world of his sinful activity. Alert- 
ness to this possibility may assist the parent or physician to relieve the 



Adolescence 


55 


youngster’s distress by discussing with him the known facts about acne 
and the falsehoods that surround it. 

Avoidance of social contact is easily enough understood but is es- 
sentially unhealthy. It results in further isolation and increased dis- 
tress. Where possible, the self-conscious adolescent should be en- 
couraged to participate in social activities. One can let him know that 
one understands the reasons for his reluctance to participate but at the 
same time point out the self-defeating nature of retreat. It is not a mat- 
ter of reassuring him that what he can see in the mirror is not true; this 
is simply foolish. But he can be helped to start a constructive program 
for care of the acne or obesity and to realize that qualities other than 
appearance are important in gaining acceptance from peers. 

Why do some adolescents at this time gain lueight excessively? 

The reasons are not fully understood. Weight gain always repre- 
sents an excess of calorics taken in over the caiv>ries burnt in exercise 
and metabolism. Hormonal, neurological, and psychological factors 
influetKi. *tj>|>ciife and activity. Obesity tends to run in families; both 
genetic and cultural factors have been held responsil)le. Eating may 
become a substitute satisfaction when other needs are frustrated or 
may, in adolescent girls, represent an angry defiance of mothers' pres- 
sures for social succ ess. 

The balance between energy intake and energy output is easily 
upset in the adolescent period with its marked endocrine changes and 
its psychologic al turbulence. The youngster who retreats from physical 
activity for psycholcjgical rcasc^ns is vulnerable tc^ obesity. Careful 
metalxilic studies of obese adolescenia have demonstrated that they are 
far less active than their normal peers: it is the activity reduction that 
is the major factcjr in their obesity. (See Obesity) 

Why do some adolescents, girls especially, begin to diet severely at the 

onset of maturity? 

Social and personal factors are responsible for this fad of dieting. 
Gills normally beccxne concerned with appearing attractive at this 
period. They respond to current ideas of what is attractive; fashions in 
the United Stales emphasize slimness as a desirable physical charac- 
teristic. Hence, many girls will go to great lengths to acquire a ligure in 
keeping with “Hollywood” and “Madison Avenue” standards. This re- 
sponse, though at times carried to excess, is basically a healthy adapta- 
tion to prevailing social custom. 
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Why are adolescent boys suddenly overattentive to dress, hair style, and 
physical appearance? 

The adolescent boy is very eager to fit in with his peers. He be- 
comes very concerned with matching the standards of his group and 
avoiding difference. Being attractive to girls becomes important for 
the first time. He imitates the prevailing standards of dress and ap- 
pearance determined in fashion centers and ballyhooed by advertising, 
television fads, and movie heroes. 

Why do some adolescents have such a strong desire to smoke, drink, 
keep late hours, etc.? 

The adolescent urge to grow up rapidly is probably no stronger 
today than it was in the past. However, the less strict standards of our 
period and the weakening of parental authority permit this urge to 
demonstrate itself more rapidly and more openly. When these proce- 
dures are endorsed by the community, then the ordinary checks and 
balances are removed and the trend can rapidly get out of hand. While 
we must applaud and accept as normal the adolescent desire to grow 
up, we need not accept emulation of the less desirable features ol adult- 
hood. The adolescent can be discouraged from practicing these false 
external symbols of adulthood and be encouraged to assume responsi- 
biliiy and independence in conslruciive ways. 

What are the adolescent's reactions if he is 'Hhe only one” not allowed 
such adult activities? 

He is very likely to respond by becoming rebellious and antago- 
nistic. He feels that his parents do not understand him and that he is 
being treated as a child while his friends are being treated as grown- 
ups. The severity of his reaction will depend on how good liis relation- 
ship is with his parents. However, one need not permit or approve un- 
desired activities merely because other youngsters indulge in them 
any more than one would condone any antisocial behavior simply be- 
cause of its frequency. 

Physically, why does the adolescent often seem lazy, spiritless, and 
fatigued? 

These frequently observed characteristics are very likely to be 
physiological responses to the marked body changes that are occurring 
in the adolescent. If persistent or severe, they should be investigated 
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medically, but ordinarily they can be expected to correct themselves if 
good physical hygiene is encouraged. 

Are there any sports or other physical activities which might impair 
the development of the adolescent? 

Many authorities deplore severe body contact sports in early 
adolescence. In this age, as in any other, excessive physical exertion 
without adequate rest can be injurious. It should be noted that there 
are considerable disagreements among physicians as to what is to be 
permitted and what is to be forbidden at this period. Questions are 
best resolved by discussion with the family physician. 

What feelings do parents sometimes have when they see their young 
adolescent dating? 

Most parents are genuinely pleased to see another important mile- 
stone reached. "Fo some, the beginning of dating means the end of 
childhood much to their regret. Others may be jealous as the young- 
ster uuivc.^ upward an age and an independence which makes him a 
rival in their eyes. 

'I“hc parent who has been neurotically attached to his adolescent 
child may, surprising as it may seem, react with jealousy toward the 
date as though the date were a rival for his or her own affection from 
his child. Parents, when troubled by such feelings, may go to great 
lengths to interfere with the success of the dating experience in order 
to keep the child within the bounds of the home. AVhile many par- 
ents experience these feelings briefly and mildly, they can become seri- 
ous hazards to the adolescent if the feelings arc pionounced and severe. 


Are there hazards to individual nuUuring in early steady dating? 

Dating patterns are essentially socially controlled opportunities 
for young people to get to learn about potential partners of the other 
sex. Healthy individual development requires a fairly wide exposure 
to a variety of different partners in order that a wise choice may ulti- 
mately be made and comfort developed in dealing with a variety of 
others. Thus, individual personality development is inhibited when 
steady dating occurs early and becomes exclusive. 

What sexual hazard exists in such early and exclusive relationships? 

When a boy and a girl date cat h other steadily from early ado- 
lescence, early experimental sexual behavior such as kissing and neck- 
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ing soon becomes tame; the biological feelings in each urge them on to 
more extensive sexual exploration. Under these circumstances, they 
may be led into premature activities for which they arc not ready and 
which may be damaging to them. 

What are the psychological rewards for the young adolescents who 
“go steady*! 

Steady dating enables the youngster to avoid the uncertainty and 
the anxiety involved in asking others for dates. One need not fear 
being rejected. One has the comfort of being with someone one knows 
and can count on. These ‘"rewards** are acquired at a heavy cost 
because learning how to get along with others is severely inliibilcd. 

What need is the adolescent demonstrating when such dating becomes 
exclusive and seemingly permanent? 

The youngster who relies exclusively on the steady date is indicat- 
ing his social fearfulncss and his lack of confidence in his ability to at- 
tract and hold other friends. Often, his steady dating may be a rebellion 
against his parents* insistence that he avoid a particular girl is not 
pleasing to them. 

What are the signs of situations which may he truly dangerous to life, 
or to moral standards, among the adolescent in his group? 

Group adolescent activities that are carried on withoui any adult 
supervision, that require excessively late hours, and that take place in 
undesirable sections of the community should be ac tivcly discouraged. 
Such “sports” as drag racing, drinking parlies, restless searching for 
cheap “thrills** carry a heavy risk. 

Are parents justified in forbidding participation by their son or 
daughter when the group practice in dating is at variance with the 
parents^ code? 

The answer to this question is an unequivocal yes. Parents should 
be sure, however, that their own standards are reasonable and not 
merely the reflection of lack of trust or morbid preoccupation with 
supposed dangers that do not exist. Parents have a right and a re- 
sponsibility to guide their adolescent child in healthy dating ac tivity. 
They should no more approve of practices which seem to them to be 
improper than they should condone other antisocial behavior. 
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Does it increase the adolescents will and wish to do something when 
it has been forbidden by his parents? 

Since adolcvsccnce is a period of striving for independence, it is to 
be expected that those things which have been forbidden by adults 
tend to look all ihc more glamorous. I'hc extent of the counterreaction 
will depend upon the basic health of the relationship between the ado- 
lescent and his parents. If the adolescent is certain of their interest in 
him, and that they are making an effort to understand his needs, he will 
be able to avoid the things forbidden by his parents, even though he 
may find himself attracted to them. 

Why tloes the adolescent appear often to choose his friends from 
among religions, social, and racial backgrounds that differ from his? 

This can be best understood as the adolescent’s effort to broaden 
his experiences with new people and to test out the limits that have 
l)een set by his parents. With some adolescents this takes an extreme 
loTm as an expression of rebellion against what may have been ex- 
cessively .'jiiic.t control in earlier years. If his effort to choose friends of 
his o^vn is met by stern opposition on the part of his parents, it is likely 
to increase rather than to diminish this tendency. Parents who are 
(oiucrned by these trends can rake eomlort from the statistical fact 
that most adolescents do make their final and permanent choices most 
often among youngsters with similar .social and family background. 

Why do some adolescents shoiv a tendency to make friends only among 
the handicapped, the outcast, or the underprivileged? 

W'hile in some adole.scents this is an expression of sympathy for 
those less privileged, in others it represents a choice detennined by a 
sense of inadequacy. The youngster who does not have conlidencc in 
his own basic attributes may feel more comfortable among those stig- 
matized by handicaps. He may feel that they will accept him more 
readily, since the competition is not as keen. 

What causes the adolescent to proclaim that his father is only a 
moderate success or even a failure? 

The rising generation always cliallengcs the old. In his new surge 
of strength, the adolescent often feels that he must wrestle figuratively 
with his father. By belittling his father, he elevates his own status. 
This developmental reaction appears in an exaggerated form when 
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there has been a prior struggle between father and son with marked 
underlying hostility. Then the challenge to parental authority may 
take an unhealthy turn. When a child concludes that his father is in- 
adequate, this leads to a sense of inferiority, for he also sees himself as 
his father's son. 

What are the implications of the parent^ wish that their soti or 

daughter *^amount to more** than they have? 

The trend to urge children on to greater success than parents have 
achieved is part of the American ethos. It can encourage maturity in 
the child by demonstrating that his parents do not feel threatened by 
his emergence and will assist him to success. This assumes that the 
parents are setting realistic standards and are not belittling their own 
achievement. If they expect the child who lacks the necessary endow- 
ment to go on to college when they themselves have been unable to do 
so, they are only leading to greater frustration for him and for them- 
selves. If they ask of him that he achieve greater success than their own 
very considerable success, tliey may face him with a frightening task, 
since the standards seems beyond attainment. 

Why do some adolescents who have been good students seem suddenly 

to stop working and stop trying-^even to stop caring? 

This can be taken as a sign of emotional turbulence within the 
child. The particular problems he will be working out will vary from 
youngster to youngster and no general formula can be given. Growth, 
both intellectual and physical, during this period of life tends to 
occur in spurts followed by plateaus. What seems to be a cessation of 
work and effort may represent a developmental plateau that will be 
succeeded by another spurt of effort. When it persists for a long pe- 
riod of time, however, it is an ominous development. It should be 
discussed with the school counselor in order to determine the rea- 
sons and to take action to correct the situation. 

^ Why does an adolescent become a truant? 

Truancy is found most often among youngsters who have had a 
long previous history of inadequate and marginal adjustment in school. 
It is also more often found in children of families whose educational 
attainment is limited. When the adolescent truants, he is running 
away from a challenge. The danger lies not only in the schoolwork 
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missed but the opportunities for antisocial behavior available to the 
adolescent who wanders about the city streets. By definition in most 
states it constitutes delinquent behavior. Whatever the definition and 
the legal action, it is clear that parents have a heavy responsibility to 
explore the reasons for this behavior and to correct it. 

^What are the emotional factors involved in the choice of a lifers work? 

These are far from fully understood. One important element is 
the emulation of parents or other admired persons. Another is the 
image of success ascribed to the occupation by the ambient culture. At 
other times the “choice*' is based upon avoidance rather than desire. 
This is provoked when a family has insisted rigidly that the child 
follow a particular career; he then chooses anything but that career. 
If he is unable to rebel directly, he may appear to acquiesce in the 
family choice but acquire such a poor academic record that the career 
is no longer possible. Even when his family does not apply excessive 
pressure, he may behave as though he feared that they would and turn 
to someone oiuside the family for advice. Well-trained guidance coun- 
selors in secondary schools can make a major contribution to proper 
career choice; unfortunately, they are in short supply. 

Why does the adolescent appear to need so desperately to become 

independent of his home? 

No matter how good the home, normal development in ado- 
lescence requires the acquisition of independence from it. If the ado- 
lescent is to grow into a responsible and secuie adult, he must ex- 
periment with freeing himself from his tics to his parents. At times 
he may cut those tics when he still needs them or treat his parents 
as though he no longer wanted to have anything to do with them. But 
if his parents can be calm and steady, he will return to a relationship 
which he still needs and which will continue to be important to him 
throughout his life. 

^hat are the emotional factors involved in the subject of money? 

Money becomes a key symbol of independence in adolescence. 
The arguments that frequently upset family life over allowance and 
spending money are condensations of involved symbolic struggles be- 
tween the adolescent and his parents. He wants to be allowed to 
decide how to spend his own money; within the limits set by family 
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income, he is certainly entitled to make this decision for himself if he 
is ever to learn how to handle money. As a responsible member of the 
fomily, he can be expected to contribute to it when family resources 
are meager. Most parents feel that the experience of earning his own 
money is an important one for the adolescent. But many of the same 
parents will then take over the money he earns and deny him the 
satisfaction of controlling its expenditure. This is likely to lead* to 
frustration and conflict in the family. If he works for his own money, 
it seems only reasonable to expect him to have some say in how that 
money is spent. If he is given an allowance, since the function of an 
allowance is learning how to budget and to make responsible deci- 
sions, it should be managed as his judgment dictates. To give “an 
allowance” and then tell the youngster how to spend it is to subvert 
its purpose. 

Does the adolescent have any fears of independence? 

A characteristic feature of adolescence is what has been termed 
the ambivalence of the adolescent toward the issues of dependence and 
independence. On the one hand, he wishes to be free of the tic to his 
parents; on the other, he feels his need for them very strongly. l\y 
turns, he expresses his revolt against parental standards and then an 
almost childish need for their reassurance and affection. The inde])end- 
ence for which he strives awakens fears in him as to whether 4ie will 
prove adequate to the task. He will insist upon being permitted to 
make his own decisions and in the next breath ask his parents for 
money that he could readily enough earn for himself. The wdse parent 
will give his adolescent child enough rein to make his own mistakes, 
support him when he is perplexed, and decide for him when he is be- 
wildered. 

What is the nature of strong attachments which sometimes develop 

between the adolescent and a person of his own sex and age? 

Adolescence is a period of experimentation. The youngster is 
trying out various roles in life. He is learning about other people and 
trying to replace his dependent attachment to his parents by relations 
of parity with his peers. For the first time he is capable of strong and 
binding friendship. It is characteristic of the intensity of his emotions 
at this period of life that these friendships become exceptionally strong 
and demanding. Consequently, they often collapse and shatter when 
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friends fail to meet excessive expectations. He requires of his friend 
that he be parent, child, and lover to him. As the adolescent matures, 
his relations with his peers become less demanding and more enduring. 

What is the nature of such strong attachments with an older person 
of the same sex as the adolescent? 

These attachments are displaced feelings that are derivatives of 
parental attachments. Tn his struggle to become independent, the ado- 
lescent fears his dependence on his parents. He is more able to accept 
the counsel of an older persc^n outside the family, a person who be- 
comes an image of his ideal self grown up. These attachments tend to 
be highly idealized. They are vulnerable when the idealized person 
fails to live up to the high expectations of the adolescent. These re- 
lationships can be quite useful to the adolescent; they arc dangerous 
only when the adult exploits the relationship fur his own ends. 

//or#» A^ong are the adolescent's sexual drives and what are the emo- 
tional factors irwolved in these drives? 

The release of sex hormones that accompany puberty have as their 
psychology al correlates sexual desire and striving. The adolescent be- 
comes aware of his body in a new and different way; he becomes re- 
sponsive to sensuous pleasures that previously had no meaning for him. 
If these jjhysical sensations can be fitted into a basic understanding of 
sex as a normal life function, their emcnional aexompaniment will be 
pleasurable. If informaticjn given the adolescent is inadequate or mis- 
leading, the changes in himself are puzzling and c cmfiising. He may 
try to deny his c hanged state and to avoid any situatkm in which his 
feelings are stimulated. If he doubts his own adequacy, he may feel 
compelled to prove his sexual competence by exhibiting promiscuous 
sexual behavior. 

Are the adolescent's feelings toivard the physical aspects of his parents' 
marriage likely to undergo a change? 

This will not prove to be a problem for the adolescent who has 
had an adequate sexual education and who enjoys a good relationship 
with his parents. For the youngster to whom sex has been depicted as 
something dirty, thoughts about his parents’ physical intimacy may 
produce feelings of disgust and shame. 
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What causes the adolescent to participate in degrees of sexual contact 

with a member of his own sex? 

Such sexual contact, widespread in adolescence, is largely experi- 
mental in nature. He is curious about himself and others and wants 
to understand and to experience more widely. In the normal adoles- 
cent, tliese contacts are fleeting, brief, and promptly broken off. When 
they persist, they indicate personality difficulties which require pro- 
fessional help. Even the experimental contacts, however, are likely to 
evoke feelings of guilt, since the youngster knows that they are for- 
bidden by the code of the community. If his shame is unwisely mul- 
tiplied by the overharshness of his parents, he may become morbidly 
preoccupied with the question as to whether he is a sexual deviant. 
The wise parent will gently discourage such activities and indicate to 
his child that they are self-defeating and inevitably frustrating, but will 
support him by indicating that such experiences are not unique nor 
are they permanent. If the partner in the episode is a convinced homo- 
sexual, particularly if he is older, the experience carries a significant 
psychological hazard for the adolescent. Such associations should be 
terminated. 

What are the adolescents feelings about masturbation? 

Masturbation is an almost universal phenomenon at this period 
of life. The reaction of the adolescent to his behavior is determined by 
his beliefs. If too much of an issue has been made of this matter, it 
is likely to lead to preoccupation with masturbation and to bring about 
the very opposite of what the parents consciously intended. Providing 
a full and active life with outlets for physical energy through athletics 
will help to keep matters in proportion. Popular but totally false myths 
that masturbation leads to mental disease or deterioration of the brain 
can produce acute anxiety in the adolescent. The mental turbulence is 
not the result of the masturbation itself but of the concern about it. 

How does the adolescent cope with his sexual drive in relation to 

members of the opposite sex? 

This drive, which arises long before there are socially sanctioned 
paths for its expression, leads to derivative activities. Partial expres- 
sion and satisfaction is achieved by looking and touching. Thus, the 
adolescent is fascinated by pictures that suggest or depict nudity. He 
seeks opportunities for necking and petting. He may carry his sexual 
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explorations further, overtly or covertly, if his community permits this. 
There is reason to believe that some of the physical energy that would 
otherwise express itself in sexual behavior may be expressed in sport 
and exercise. In similar fashion, sexual discussion with his peers per- 
mits him to satisfy his curiosities without transgressing the rules of 
sexual behavior. 

What are the needs of the adolescent girl who becomes sexually pro* 
misnious? 

The needs that underlie promiscuous behavior vary. It may be an 
enactment of family patterns. In other iitstances, the promiscuity may 
not be sexually based at all but may represent a futile effort to obtain 
acceptance and affection. In still others, the promiscuity may be an 
effort to rebel against family standards and to simulate what the 
youngster takes to be adult behavior. 

Why do some adolescent hoys wish to seduce and then abandon *^good'* 
girls^ 

Some boys exhibit this behavior to demonstrate virility because 
they doubt themselves. ^Vhen this is a repetitive pattern, it suggests 
conflicting feelings toward women, probably stemming from an un- 
healthy maternal bond. 

Why are some adolescents sexually susceptible to considerably older 
persons of the opposite sex? 

Interest by an older person is flattering to the adolescent. Since 
he is often fearful about initiating explorations with his peers, he 
welcomes the overtures of an older person who “knows the ropes” and 
who, by taking the initiative, removes responsibility. In most such 
situations, a faulty relationship with his own parents will be found at 
the basis of his vulnerability to an older sexual partner. 

How does the adolescent accept his own sexual behavior if it is counter 
to the strictures of his family, community, or church? 

When his sexual behavior differs from community standards, the 
adolescent most frecpiently strives to find support for it in a peer 
group which shares the values implicit in his behavior. He can often 
derive sufficient reinforcement from his gang to enable him to con- 
tinue in behavior which is nonetheless conflictual for him. Me may 



64 


Adolescence 


rationalize his behavior by deriding the standards of the community 
as old-fashioned or bourgeois. Cooperative efforts by parents to provide 
constructive peer groups for adolescents will help to avoid the dangers 
inherent in a rebellious gang that may be strong enough to counter- 
balance influences of family and church. 

What are the emotional aspects of very early marriage? 

The individual mature enough to marry successfully at a very 
early age is rare in our society. This is reflected in the high divorce 
rates found among those who marry very young. Many of these mar- 
riages are precipitated hv premarital sexual experience and the re- 
sulting pregnancy or guilt even when pregnancy does not occur. Some 
adolescents who marry young do so to escape a parental home which 
has become hateful for them. Others will choose this cc^urse in response 
to social pressure, as is evident when a fad of early marriages runs 
through a high school. The youngsters who behave this way, though 
they are influenced by the social climate, are youngsters vulnerid)le 
because of the inadequacy of relations in the home. T hese marriages 
have a high likelihood of failure; both partners lack the tnaturity to 
adjust to the give and take of a normal marital relationship. TTicy are 
unprepared to meet the dependent needs of children and may re spond 
with jealousy to the affection of the other partner for the newborn 
baby. 


What emotional factors cause' some parents to abet and encourage 
early marriage? 

A mother who doubts the attractiveness of her daughter may en- 
courage early marriage by her constant nagging that the girl avoid 
the hazards of spinsterhood. One or another parent may actually be 
eager to have the yemngster out of the house and on his own. A parent 
may feel threatened by the sexual maturity of the adolescent and fear 
some evil con.sequence unless early marriage is accomplished. 

Why do some parents find early marriage intolerable and unacceptable 
to the point of rejection of the son or daughter? 

Parents can have good reason to doubt the wisdom of very early 
marriage. On the other hand, when a marriage has occurred or seems 
inevitable, the response of rejecting the offending child indicates that 
the parents are thinking not of the child but of themselves. They say 
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in effect that the child must do as they wish or lie is no longer their 
child. Such parents may have brought about the marriage itself by 
taking a violent and intolerant stand, thereby converting the issue 
into a struggle for control. 

Is it ivise for parents to fight against early marriage? 

If by fighting is meant scenes and threats, the effect is likely to be 
the contrary of what the parents intend. They may push the young- 
ster to stick to a decision about which he may have had doubts. He 
forgets those doubts once he is involved in a fight to establish his in- 
dependence. The wise parent will indicate to his child his reasons for 
(juestioning the decision and will work for delay rather than take a 
stand of adamant opposition. Delay in ac tion may provide the time for 
both youngsters to recognize the unwisdom of an early marriage. 

^ Why do some adolescents retreat into sports, intensive body building, 

and spartan regimes almost to the exclusion of all other interests? 

This panel n of behavior is responsive to two needs of the ado- 
lescent boy. It is an attempt to develop his physique in order to in- 
crease his apparent masculinity and thus his acceptance by others as 
a man. At the same time, it provides an oullet for upsurging physical 
energies which might otherwise demand seMial expression. It is in- 
llueiK ed by social factors and will be far more frequent in communities 
where a high prestige value is placed upon success in athletics. Oc- 
casionally, it rejiresents an unhealthy asceticism in a futile effort to 
deny sexuality. 

Is adolescence a period in xchich giftedness may reveal itself though 

not previously obvious? 

While general intelligence is likely to have been evident early in 
the elementary school years, special talent may manifest itself for the 
first time in adolescence. The urge for creativeness and individual 
expression is strongest at this period. When these urges occur in an 
individual with unusual gifts, what appear to be new characteristics 
emerge, although closer inspection might have shown them to be 
latent at earlier periods of life. The fact that giftedness may manifest 
itself clearly for the first time in this period is a strong reason for 
avoiding final decisions based on performance in earlier grades. Rigid 
adherence to educational plans based upon judgments made before 
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adolescence deny the youngster who is a ‘‘late bloomer** the opportu- 
nities to which he is entitled. (Sec The Gifted Child; Intelligence) 

Why do some adolescents become strongly (almost fanatically) ideaU 

istic and deeply concerned with world betterment? 

In the struggle to find oneself in adolescence, the ideals and values 
with which one has been brought up are strongly challenged and ques- 
tioned. The capacity for conceptual thinking reaches its first peak in 
this period. With the boundless energy of adolescence propelling 
him, the youngster cannot accept compromises or partial measures. 
Concerns for a better world arc healthy trends in the adolescent, even 
when their expression is unrealistic. It is upon these early manifesta- 
tions that prevailing concern with one’s fellowman is based. 

Why do some adolescents become especially vhidictive and contemptu- 
ous of their fellowmen? 

The adolescent who is filled with feelings of hate is vulnerable to 
this course of development. Studies that have been made of the ado- 
lescents who become members of hate groups indicate overtvhelming 
hostile and aggressive feelings rooted in hatred of authoritarian and 
overpunitivc families. 

^ What are the beginning signs of delinquent behavior in the adolescent? 

The delinquent or predelinqucnt adolescent is frequently a 
youngster who ignores his schoolwork and is a truant from school. He 
defies community standards with respect to hours and places. He is 
involved in frequent fights, often with younger and more defenseless 
children. He takes little responsibility around the home or in the 
community. If the progression is not halted, he goes on to more serious 
antisocial behavior. (See Juvenile Delinquency) 

What do gangs mean to the tidolescent, and why floes he join them? 

Delinquent behavior, violating as it does the norms of the com- 
munity, requires reinforcement and support from others engaged in 
the same behavior. The rejection the delinquent feels from the com- 
munity at large is offset by the acceptance he obtains within the 
gang. The gang becomes not only a haven but a further factor in re- 
inforcing the delinquent behavior as it sets demands on its members 
for continued delinquent activities as the price of belonging. 
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Why do some adolescents from financially sound families steal? 

The adolescent who steals under these circumstances is usually 
quite different from the one whose stealing occurs in the midst of 
poverty and family deterioration. His stealing is an expression of in- 
dividual rather than social psychopathology. Denied the love and 
affection he needs, he responds by stealing what he has not been given, 
sometimes in anger, sometimes in despair. His stealing may be a de- 
liberate effort to expose his family to community censure. 

What are the adolescent's feelings if his parents' marriage is markedly 

unhappy? 

At the least, this makes it difficult for him to envisage marriage 
as a successful experience. It may lead him to doubt the sincerity of 
his parents' affection for him since they seem unable to love each other. 
The emotional turmoil aroused in the adolescent by parental discord 
may reflect itself in poor schoolwork, maladjusted behavior around 
the home, and avoidance of social contacts. Such an adolescent fears 
that his IrieiuU may learn of his family difficulties and will avoid 
bringing them home. 

What are the emotional effects of ilixforce on the adolescent? 

Divorce is an upsetting experience for a child at any stage of life, 
but it can be less ha/ardous than endless turmoil when parents can- 
not resolve their difficulties. I’he adolescent is likely to experience 
acutely divided loyalties, and will resent parental efforts to win his 
allegiance. It casts a pall on his plans for the future, since the security 
of home is no longer available to him. (See Emotional Problems of 
Divorce) 

If the parents have been dworced, might the adolescent's attitude 

change toward the parent iviih whom he resides or toward the other? 

As part of the stocktaking that goes on at this period, the ado- 
lest'cnt is likely to reassess his feelings toward both parents in the case 
of an earlier divorce. It is not uncommon for a youngster suddenly to 
request to live with the other parent, as part of the effort to understand 
what happened and to define the relationship with the missing parent. 
He may suddenly, after having apparently accepted the divorce over 
several years, begin to torment the parent with whom he lives as to 
the blame for the separation. It .should be emphasized that these chang- 
ing feelings can be managed and need not lead to crisis and conflict. 
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How is the adolescent affected by the death of a parent during this 

period of his life? 

The adolescent has not yet determined just who he is and where 
he fits in the scheme of things. He very much needs botli parents. If 
one dies during this period, he is bewildered and perplexed. He will 
need help to work out his feelings toward the deceased parent. If the 
parent dies at a time when the adolescent is struggling with hostile 
feelings toward this parent, the sudden death may lead to feelings of 
guilt and responsibility for the death. Although the adolescent may 
display little or no feeling, this does not mean he is experiencing none. 
It is important that he be helped to vjork thnmgh his mourning by be- 
ing encouraged to express his feelings. Foreshortened or unexpressed 
mourning may lead to psychopathological symptoms at a later time in 
life. (See Death; Grief; Guilt) 

If he has been adopted, how does the adolescent feel about his real 

parents? 

As part of his search for himself, he is likely to become preoc- 
cupied once again with the identity of his real parents. He may create 
elaborate fantasies as to who they actually were, fantasies Avhich ex- 
aggerate their social standing and provide excuses for their inability 
to care for him. Adoptive parents should recognize that this is a fre- 
quent phenomenon. They should welcome opportunities for the 
adopted child to talk about his feelings and answer his questions as 
best they can. They can best support him by indicating that they under- 
stand his concerns without doubting his love for them. (See Adoption) 

What do intense depressions and talk of suicide mean in the adolescent? 

Adolescence is a period of hyperbole. Talk of suicide is often a 
histrionic gesture wdiich serves to convey Weltschmerz. However, it 
requires to be listened to seriously and compassionately, and never 
should be challenged. When such talk is prominent and repetitive, it 
indicates serious mental disturbance and should lead to medical con- 
sultation. (See Depressions; Suicide) 

^ What are the early sigfis of mental illness in the adolescent? 

The mentally ill adolescent is likely to express his difficulties by 
withdrawing from contact with others and relying excessively on his 
own inner thoughts and fantasies. School grades are a sensitive index 
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of adjustment; sudden change for the worse after a long period of 
adequate school performance suggests emotional turbulence. Violent 
oiubursts of rage or prolonged periods of despondency are additional 
w'arning signs. Overzealous religious preoccupations at this age may 
be regarded as a sign of emotional disorder. 

'Can parents hope jor a new relationship at the termination of ado- 
lescence, which will frrovide harmony /or all the family member si 

During adolescence, the youngster lights against his dependent 
relaiionship with his family in order to achieve personal integrity and 
self-determination. Once he has won this battle for himself, he is able 
to return to a relationship with his parents, not as a child but as an 
adult. He can accept their cf)unsel and advice without feeling de- 
pendent upon it or compelled to follow it. He can feel the gratifica- 
tion of .seeing them lean upon him for advice or help as tieeded. Now 
no lotiger fearful of being a dependent child, he can express his affec- 
tion and gratification lor what they have done for him. As he begins 
to assun., .i •>i,-riial and parental role for himself, he can understand 
more deej)ly the devotion of his own parents and return in some meas- 
ure the affection that has been given to him. 
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What are some of the implications of adoption for mental health? 

Adoption can offer one of the soundest and happiest solutions to 
emotional problems resulting from frustrated basic needs of parentless 
children, childless parents, and those who cannot fulfill the role of 
parent for the children they have borne. 

Through adoptive placement, the parentless child is provided with 
the parental love, nurture, and family life that are so important for his 
healthy mental and emotional development. The childless couple, who 
would otherwise be deprived of parental experience, finds an oppor- 
tunity for the emotional fulfillment of parenthood. Finally, by having 
their children adopted, those who cannot function adecpiately as par- 
ents. for a variety of reasons, can nevertheless provide for their chil- 
dren’s future welfare. Relief from the responsibilities of parenthood, 
when they are (or feel) unable to carry them, can often prevent over- 
burdening their capacity for life adjustment; for many thi^ makes it 
more possible to become successful parents in the future. 

Adoption has wider mental health implications as well. 'Fhc very 
fact that three segments of the population have been helped to acliieve 
a happier, more mature life adjustment entails favorable reverberations 
within the community network of human interactions. 

What facilities does the community provide to bring about and safe- 
guard adoptive placement? 

Couples who wish to adopt a child can best fulfill their own needs, 
as well as the needs of the child, by contacting an agency that has been 
authorized by their state for this purpose. In most states, the licensing, 
setting of standards, and periodic supervision of the adoption services 
provided by public and voluntary agencies is the responsibility of the 
State Department of Social Welfare. These agencies arc supported 
through voluntary contributions and/or the allocation of tax funds. 

Adoption work is carried on by many such agencies, in which it may 
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be the sole or one of several activities. For example, all services that 
accompany adoption may be undertaken by a single agency, or they may 
be divided among several collaborating agencies, i.e., children’s agencies, 
family counseling agencies, shelters for unwed mothers, etc. 

Whatever its operational structure, by virtue of the services it per- 
forms, the autliorized agency represents the community’s stake in im- 
plementing suitable and safe adoptive placement. First, the agency 
offers maximum protection of the identity of both the natural and 
adoptive parents as confidential. Second, the adoptive parents are as- 
sured that the child is legally separated from his natural parents so that 
placement will be secure and stable on that score. The adoptive parents 
also gain security and guidance for the future, from the agency’s ap- 
praisal of the child to be placed, and his care prior to placement. Fi- 
nally, the careful screening of adoptive parents provides maximum pro- 
tection for the child that a suitable home has been selected for him. 
Thus one might describe the primary functions of the authorized adop- 
tion agency in terms of its efforts to bring about and safeguard the bene- 
fits to be dei'vcd from this remarkable human experience. 

What arc the current ratios of adaptable children to prospective 
oiloptive parents? 

According to statistics published by the United States Children’s 
Bureau, 102,000 petitions for adoption were filed in 1959. Approxi- 
maicly 50 per cent of these children were adopted by relatives. Of the 
remaining number, 61 per cent were placed for adoption by social 
agencies; 39 per cent were placed independently. 

Although, for obvious reasons, statistics are not available on the 
number of couples who attempt to adopt a child, some agencies estimate 
the current average ratio of adoptive children to couples who wish to 
adopt a child as one to seven. The picture is very uneven, however, for 
the country as a whole. A current trend toward a lower ratio is dis- 
cernible. To a great extent, this disproportion can be attributed to the 
lact that most parent-applicants want to adopt “normal, white infants." 
As a result, there aren’t enough adoptive homes available for many of 
the children who could profit most from the .security of family life- 
older children, children with physical nr emotional handicaps, children 
whose hereditary backgrounds might raise fears as to their future de- 
velopment, children of mixed parentage, and those who belong to 
minority groups. 

In fact, for these children, the ratio might almost be reversed. That is, 
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despite the large number of prospective parents who apply to agencies 
each year, on the average only one adoptive home might be considered 
potentially available for every seven children who could not be classi- 
fied as “normal, white infants.’' 

Actually, in the past, few agencies made a serious effort to place such 
children for adoption. Today, however, a child’s adoptability is more 
and more considered to depend on his ability to become a part of a 
family, that is, on his emotional capacity to benefit from family rela- 
tionships, and in turn to contribute to the happiness of his adoptive 
family. It also depends on the agency’s ingenuity, persistence, and judg- 
ment in finding the right family for such a child, and often in helping 
to overcome remediable defects as well as to allay groundless fears. The 
agencies that have developed intensive programs for such children have 
found that the adoptive situation has frequently proven particularly 
rewarding for both the child and his adoptive family. 

What is the major source of adaptable children? 

Ninety per cent of the children referred to agencies for adoption 
are born out of wedlock. The remaining 10 per cent are children of 
married parents who are referred for adoption for a variety ol reasons. 
For example, according to a recent survey, in 4 per cent of these cases 
the parents stated that the child “was not wanted.” Other reasons given 
were economic insecurity, 3 per cent; desertion of one parent, 2 per 
cent; and death of one or both parents, 1 per cent. 

How have mental health concepts influenced adoptive practice? 

Adoptive practice is geared to serve the closely interwoven needs 
of three sets of clients— adoptive parents, adoptive children, and nat- 
ural parents. As far as possible, the specialized help provided strives to 
harmonize the psychological interests of all three. However, if conflicts 
between them cannot be resolved, the best mental health interests of the 
child must prevail. 

In line with this focus on the psychological well-being of the child, 
who cannot act on his own behalf, agencies have accepted the rec- 
ommendations of specialists that the child should be placed, at as early 
an age as possible, with adoptive parents who are capable of fostering 
his healthy development. Early placement coincides with the emotional 
needs of many adoptive couples who tliereby more closely approximate 
the complete experience of having one’s baby from the beginning. 
Early placement is often, but not always, in the best interests of the 
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natural parents as well, depending on the emotional ability to reach a 
stable decision. 

Counseling and other social services for natural parents, and evalua- 
tion of and counseling adoptive applicants from the standpoint of emo- 
tional well-being as a family, exemplify the ways in which mental 
health concepts have come to permeate adoptive practice. 

If the child is well beyond infancy when he is surrendered for adop- 
tion, every effort should be made to prepare him psychologically for 
adoption and to help him surmount the effects of the unfavorable ex- 
periences he will inevitably have been exposed to previously, so that 
ultimately he may profit from family life. 

The wide range of mental health services entailed in the promulga- 
tion of these adoptive goals are the responsibility of the agency’s staff 
of caseworkers, who have been trained in psychological concepts, with 
particular emphasis on adoption practice. Usually a psychologist is also 
a member of the mental health team. In addition, since caseworkers 
engaged in adoption work deal with some of the most profound and 
powerrm underlying human relationships, most agencies have 

access to one or more consultant psychiatrists for advice about policy 
questions as well as specific problem situations. 

Shouldn't agencies make every effort to encourage natural parents , 
both married couples and umved mothers, to keep their children, in 
order to prevent psychic trauma from permanent separation? 

If married parents decide to place their child for adoption pri- 
marily because of external factors beyond their control, such as severe 
financial reverses, illness of either parent, etc., the agency wdll make 
every effort to mobilize appropriate community resources, including 
temporary foster care, to help them keep the family together. Unless 
so motivated, however, the very reaching of such a decision by a married 
couple is usually found to indicate serious unwillingness or inability 
to provide a homclife for their child that would not endanger his 
healthy emotional development. 

In contrast, although many unwed mothers have strong feelings of 
attachment to their babies, their frequent unreadiness for parenthood, 
intensified by the harsh social realities entailed, makes it inadvis- 
able for most of them to keep their children. In most instances, an 
unwed mother can ensure a healthier future for her baby through 
adoption. 

In our society, illegitimacy carries with it a variety of psychosocial 
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problems. First, both the unwed mother and her child may face social 
stigma, although this varies in degree between the many subcultures in 
the United States. Second, since she is likely to be burdened with having 
to provide support for herself and her child, the youngster would prob- 
ably be entrusted to the care of other family members, or a succession 
of strangers, whose suitability for this task is often very poor. 

Third, it is far preferable for every child to have two parents with 
whom to experience the benefits of family life. His relationships with 
mother and father affect different areas of his personality organization 
at different stages of his development. They are each of overall im- 
portance for his future adjustment, as is the quality of their marital 
relationship. 

Finally, the task of rearing a child under these extremely unfavorable 
circumstances is likely to have far-reaching adverse effects for the 
mother as well. Resentment of her child, for example, as well as tor- 
menting guilt feelings toward him, whether conscious or unconscious, 
are prone to mount, which further impedes the needed straightening 
out of her own life adjustment, and reduces her ability to function as a 
mother. 

Some unwed mothers strive to solve their conflicts about keeping or 
giving up the baby by placing him “temporarily’' in foster care. With- 
out suitable concomitant counseling help, this is not likely to solve con- 
flict, and all too often the placement lengthens into years. Experience 
has shown that there is little likelihood that the child’s natural mother 
will be able to “work things oin” and make a home for him in the 
near future, despite her good intentions. Moreover, this misconception 
can be extremely self-damaging to her efforts to begin her life anew. 
The consequences for the child are even more damaging. For through- 
out his childhood he is in a kind of confusing vacuum; he has a mother 
who isn't his mother; and, he lives with parents, or a series of parents, 
who are not his parents. Without a permanent home his personality 
development and sense of emotional security will suffer. 

A recently published study, Children in Need of Parents, by Elenry 
Maas and Richard Engler confirms the dangers of prolonged foster 
home placement. These authors found that there is a likelihood that 
children who have remained in foster homes for more than eighteen 
months will never return to their natural parents. Nor will such chil- 
dren be placed for adoption. Instead they will spend the rest of their 
childhood in limbo so to speak, in an environment, and among a family 
or families of which they can never truly become a part. 
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Why is permanent adoptive placement, at the earliest age possible, 
considered important for the child*s future development? 

Mental health specialists are agreed as to the vital role of early 
human relationships for healthy growth and development. Nowadays, 
for example, the importance of steady, affectionate, “good mothering” 
during infancy and early childhood has gained such widespread ac- 
ceptance that the phrase “tender, loving care” has become a cliche. 
This concept has been substantiated by scientific evidence, accumulated 
by such experts in the field of child development as John Bowlby and 
Ren^ A. Spitz, among others. 

Over a period of years, Bowlby has studied the effects of “maternal 
deprivation” on groups of young children who, for a variety of reasons, 
were separated from their mothers and placed in institutions. If they 
remained in such institutions for a prolonged period of time, Bowlby 
found that a small but significant proportion of the children observed 
“sustained serious damage,” not due to active cruelty, but to the im- 
personal nature of such congregate care. On the basis of this finding, he 
coiicluJca I u.tt if a young child must be separated from his own mother, 
it is essential for his future development that he be provided with a 
substitute mother from whom he can experience pleasure and security. 

Rene Spitz’s research, along similar lines, produced similar findings. 
However, in addition to disturbances of emotional and intellectual 
response, after they had been deprived of individualized affectionate 
care for an extended period, some of the young children in this group 
developed a physical apathy and listlessness that could have proven 
fatal. From this and much other work, there is a great deal of convinc- 
ing evidence that deprivation of consistent affectionate maternal care 
and appropriate stimuli during the early years of life can have serious 
consequences for the mental and physical well-being of the child; by 
the same token, favorable experiences and relationships in early life 
foster growth and development. Mental health experts believe, there- 
fore, that efforts to provide the child with a healthy “psychological en- 
dowment” should begin as early in life as possible. 

Erik Erikson’s concept of the development of “ego identity” is ap- 
plicable here. Erikson regards “ego identity” as crucial to a healthy 
personality. He defines it as a “sense of identity, continuity, and dis- 
tinctiveness ... a sense of who one is, of knowing where one belongs, 
of knowing what one wants to do ... a sense accrued throughout 
the stages of childhood that there is continuity, sameness, and meaning 
to one’s life history.” During the earliest stages of life, the infant 
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gradually acquires a sense of identity as a result of the fact that his needs 
are repeatedly satisfied by adults whose warmth and love for him can be 
believed in. This “sense of basic trust in existence,” according to 
Erikson, is considered the earliest criterion of healthy personality 
development. 

Of relevance to the optimum age for adoptive placement, Spitz, in 
the course of his researches, found that the infant cannot yet perceive 
and distinguish the mother as a particular individual during the first 
few months of life, even though he is so dependent on the mothering 
experience during that period; he has not yet developed the capacity for 
specific relationship to another person; as long as he is tenderly, con- 
sistently, and continuously cared for. his mother is interchangeable 
with any other person. However, after ihe age of about six months, the 
infant has learned to recognize his mother as a unique individual. He 
therefore reacts with anxiety to separation from her, and to being with 
a stranger. If intense and prolonged, this separation anxiety may be 
psychologically injurious to the older infant. 

Establishment of the adoptive mother-infant relationship ahead of 
this developmental stage can be psychologically advantageous to the 
new parents as well as to the infant: partly because of the interdepend- 
ence of their emotional well-being with his, partly because of their 
satisfaction of feeling him to be theirs from as near the start of his life 
as possible, and partly because the mother is spared the distrdSs of the 
child’s experiencing her, however temporarily, as a feared and hateful 
stranger. 

To the extent that these observations accurately describe mental 
development, it would seem desirable to place infants for adoption well 
in advance of six months of age whenever feasible. "I'oday, on the basis 
of the data accumulated in this area, many agencies place some infants 
for adoption as early as two weeks of age. 

Are children, whose adoptive placement is of necessity delayed beyond 
early infancy, permanently harmed psychologically? 

Several factors may delay the readiness of the child for adoption: 
The unwed mother may be unable to arrive at a firm decision to re- 
linquish her child for adoption, even when there may be abundant 
reasons for such a decision. Her indecision may persist for an extended 
period. 

Sometimes a child may be surrendered for adoption by his natural 
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parents only when he is already older, at a time when they become 
either unwilling or unable to adequately care for him. 

Even when children are available for adoption at an early age, a 
history of certain hereditary illnesses in their background, or some 
indication of the presence of mental or physical deviation, or its pos- 
sibility in the future, delays their adoption, in order that they be kept 
under observation at the agency for a period of evaluation and, upon 
occasion, treatment. 

Agencies may also advocate delays in placement for most children 
who are referred for adoption when they are well beyond infancy, 
despite the fact that they may appear to be in prime physical condition. 
For it is inevitable that these children have been exposed to unfavor- 
able emotional experience by the very circumstances that put them in 
need of adoption. The agency must attempt to assess the degree and 
nature of psychological harm sustained as a result. Such diagnostic 
evaluation is necessary for deciding if, when, and with whom adoptive 
placement is the plan of choice, as well as for helping toward the child's 
emotio.ial i* pair and readiness for next steps. 

Although postponement in adoptive placement, even for such rea- 
sons, does prolong the psychologically harmful condition of homeless- 
ness, this is offset by the greater likelihood of successful adoption gained 
thereby that protects both the children and the adoptive parents. It is 
urgent, however, to prevent delays in permanent placement due to such 
causes as outmoded or misguided precautions, community indifference, 
or procedural red tape. 

One cannot generalize about whether and to what extent harmful 
psychic effects of early parental deprivation, prior to “delayed" adop- 
tion, arc reversible or permanent. It depends on complex and numerous 
factors, specific to each situation, including differences in the child’s 
early misfortunes, innate stamina, chance events, and the nature of 
adoptive experience. Some degrees of residual personality scarring may 
persist in certain adopted individuals, but not in others, which is true 
as well for the many nonadoptive children who experience some form 
of early trauma, often unavoidably. Significant permanent damage is 
not inevitable, because children characteristically have great resilience 
and ability “to bourne back" unde’* conditions favoiable to recovery. 

Thus, although agencies try to expedite early adoptive placement 
wherever feasible, experts in the field have found that careful adoptive 
placement of the older child can be deeply rewarding for both the child 
and his new family. 



78 Adoption 


What mental health services does the agency provide on behalf of 
children who have been surrendered for adoption? 

The agency’s mental health serv^ices to children vary in form and 
extent according to individual needs and the children’s age, i.e., infants 
under six months, older infants, toddlers, and older children. Spe- 
cialized mental health services per se include psychological testing for 
all age groups, psychiatric diagnosis and consultation, as needed, and 
intensive casework treatment and psychotherapy for some of the more 
troubled toddlers and older children. Indirectly, the greatest part of 
mental health service is given tlirough applying psychological knowl- 
edge of child development and behavior throughout the entirety of 
basic adoptive procedures as carried out by the teamwork of agency 
caseworkers, pediatricians, nurses, and boarding-home mothers. 

For young infants, the mental health services furnished by the agency 
are mainly diagnostic and preventive (of future maladjustment), the 
former through observation and assessment of their growth and de- 
velopment, the latter by means of warm individualized preadoptive 
care, and of course, in arranging suitable adoptive placement. If the in- 
fant’s development does not seem to be proceeding properly however, 
the agency seeks the cause and provides treatment when possible. If the 
condition cannot be corrected, the agency may try to locate an adoptive 
family that will accept the handicapped child or if adoption is not 
feasible, the agency takes the responsibility for arranging some altc;rnaie 
plan for his care. 

For older infants similar services are provided. In addition, however, 
they frequently need skillful extra care to overcome reactions of fear 
and grief. As mentioned earlier, after the age of about six months, the 
infant begins to distinguish his mother or substitute mother. Separation 
from her may mean an actual emotional loss for him, and may even 
result in a period of ‘‘mourning.” Others who also need special re- 
assurance and restorative care arc those who reach the agency in poor 
condition from the effects of abuse or neglect. 

Toddlers and older children require the services already described, 
plus intensive casework and occasionally psychotherapy. They need help 
in dealing with an unhappy past, a bewildering present, and an un- 
certain and frightening future. Adoptive placement is planned for in- 
fants, but it must be planned xvith toddlers and older children, so that 
they can ultimately “adopt” their new parents as well as be adopted by 
them. 

When they reach the agency these children almost invariably feel 
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rejected and cast aside by their natural parents. In grasping for reasons 
they often blame themselves. Afraid, lonely, and helpless in a hostile, 
rejecting, and untrustworthy world, the longing for love in these chil- 
dren may be submerged and disguised by various reactions of anger, 
fear, guilt, mistrust, or apathy. Some Avho were exposed to a succession 
of changing worlds, as they were shifted between natural parents and 
perhaps several sets of foster parents, show problems of ego identity, in 
Erikson’s sense. 

The agency caseworker establishes a relationship with the child 
through which to understand and evaluate his difficulties as well as to 
help him overcome them. The relationship also provides transitional 
support, and conserves and nourishes his capacity to form a healthy 
attachment to new parents, who this time will be “for always.” 

In most agencies, until these childien arc “ready” for adoption, tlicy 
are cared for in foster homes that are under rhe supervision of the 
agency; the environment therefore can be adjusted to the particular 
needs of e^ch child. 

Since the future healthy development of the child may well depend 
on whether he is able to relate to family life, the agency’s efforts are 
geared to helping him achieve this. The caseworker not only prepares 
him for placement but continues to be available for support during the 
initial adjustment after placement. 

These remedial measures are based in part cm the fact that a child’s 
attitudes and behavior patterns are not all firmly fixc'd as yet, but are 
in a constant state of flux; as such, those that arc symptomatic of emo- 
tional problems may still be malleable and capable of constructive 
change in response to healthy experiences and relationships. 

Is the umved mother who contacts an adoption agency emotionally 
maladjusted or delinquent? 

The majority of unwed mothers who come to agencies for help are 
very young, ranging in age from sixteen to twenty-two and tend to 
comprise an increasing number of teen-agers. Otherwise they differ 
widely in personality makeup, emotional health, intelligence, socio- 
economic and educational background, family relationships, and cur- 
rent life situations including the relationship to the putative father. In 
fact, unmarried mothers might be said to have only one characteristic- 
in common: they have all borne—or are about to bear— a child out of 
wedlock. Consequently, there is a wide range of difference as to how 
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and why this came about, what the experience means, and how it may 
affect their future lives and those of their babies. 

Emotional immaturity and varying kinds and degrees of emotional 
maladjustment frequently underlie the behavior resulting in the preg- 
nancy. Contrary to some popular misconceptions the greater number, 
far from being “oversexed,** are psychologically inhibited from full 
sexual responsiveness. Although defiance toward the rules of society 
and a high degree of impulsivity are prominent in some of these girls 
and women, which might be considered consistent with some forms 
of delinquency, they seem to be more a part of a personality disturb- 
ance. 

Since the unwed mothers who contact the agencies range, from the 
standpoint of mental health, from the relatively healthy, to the seriously 
ill, it follows that the underlying reasons for their deviant behavior are 
multiple. Some of the recurrent psychological factors on which it is 
based have been found to include: feelings of loneliness and a bid for 
love; feelings of feminine inadequacy and an attempt to prove attrac- 
tive and physically normal; mixtures of rebelliousness and guilt feel- 
ings toward parents with the wish to punish either or both or herself; 
naivet6 and inability to say no; curiosity and experimentation, deeply 
rooted maternal longings entangled with conflict and icar; and an 
acting-out of unconscious fantasies. 

Whatever the main psychological basis for her unmarried mother- 
hood may be, in each instance it has great bearing, along with her 
degree of emotional maturity and personality health, on the kind and 
amount of psychological help she needs, for her own sake and for that 
of her baby. 

To what extent does the agency attempt to anticipate and satisfy the 
psychological needs of unwed mothers while also fulfilling its respon- 
sibility for the children? 

Most unmarried mothers first come to an agency mainly for some 
form of practical assistance. The caseworker will help with such press- 
ing problems as financial assistance, employment advice, medical care, 
living arrangements, etc. Preferably, the same caseworker will continue 
to work with the client throughout her contact with the agency; as 
their relationship develops, the unwed mother’s troubled feelings and 
deeper emotional needs may emerge so that the caseworker comes to 
provide more psychological help as well. Frequently, casework help to 
a young mother is greatly enhanced by occasional or regular interviews 
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with one or both parents, or other key relatives, but only when the girl 
herself wishes it. As already stressed, the nature and extent of case- 
worker help, sometimes aided by psychiatric consultation, varies greatly 
in view of the broad mental health spectrum occupied by these girls 
and women. 

Many are children, emotionally and socially, whose strong depend- 
ency needs are accentuated by their frightening and confusing predica- 
ment. Of these a substantial number are chronologically still children 
as well. They often need guidance, protection, and reassurance, as well 
as constant emphasis on realistic thinking, in place of irrational fears, 
wishes, and self-defeating evasions as the basis for behavior and decision- 
making. By contrast some of the unwed mothers have considerable 
resources of inner strength; sometimes their distress is the more acute 
because of their capacity for depth of feeling and their sense of respon- 
sibility. 

For some, a maternity shelter provides an optimal resource in which 
the general atmosphere reflects rehabilitative goals and mental health 
principh in contrast to the earlier punitive attitudes that often pre- 
vailed. Such shelters may be run by the agency itself or cooperate 
closely with it. Group therapy at the maternity shelter can be another 
mental health service of value to some unwed mothers, and has been 
especially helpful to some of the teen-agers among them. 

Regardless of their many differences, all the unwed mothers face the 
necessity of planning for the baby after its birth. It is by helping the 
mother in her struggle toward a decision that the agency can 
simultaneously fulfill its responsibilities to both mother and child. For, 
as already stressed, if a child is to be adopted, it is far better for his 
future that he be relinquished for adoption as soon after his birth as 
possible. It is also far better for the unwed mother's future well-being 
that she neither feel forced abruptly to relinquish the baby without 
first reaching as much emotional readiness as possible, nor that she bog 
down in indecision, thus prolonging her guilt feelings and conflicts, 
and intensifying the eventual pain of separating from the child she 
cannot raise. 

It is most advisable that the agency’s counseling services be available 
to the unwed mother as early in her pregnancy as possible. As indicated 
above, the casework relationship takes time to develop before meaning- 
ful psychological help is possible, so that it should have been under way 
well in advance of the birth of the child in order to be of maximum use 
immediately thereafter. In fact, for some of the more psychiatrical ly 
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vulnerable unmarried mothers, with excessive anxiety, conflict, and 
guilt feelings, this supportive relationship may prevent a severe post- 
partum depression, such as occurs for some of those with similar dif- 
ficulties but without such assistance. 

Use of counseling in this way illustrates that it is by no means limited 
to the decision about the baby, despite the central importance of this; 
it would be impossible, since the feelings involved are far too intimately 
enmeshed with the whole of the young woman’s personal life, past and 
present. Rather, the caseworker relates to the unwed mother in terms of 
her total self and her life situation. Frequently this may entail painfully 
contradictory feelings with respect to the putative father and the unwed 
mother’s own parents, as well as toward the unborn baby and herself. 
Similarly, the caseworker relationship and the working through of her 
feelings, prenatally, about placing the child, provides a base of support 
for the moment of actually relinquishing the baby after it arrives, which 
otherwise might stimulate damaging reactions; these could include an 
impetuous reversal of the decision, which even though temporary, may 
last long enough to hurt the child, and make it harder for tiie mother. 
The carrying out of the decision, even though it is realistic from every 
point of view, cannot help but be accompanied by some measure of 
conscious or unconscious regret and sadness, as well as self reproach, 
except by those whose emotional makeup is markedly deviate. 

From the standpoint of the unmarried mother’s future, the agency’s 
mental health services may not only have prevented greater mJtladjust- 
ment, but in a positive sense may have contributed to an improved 
adjustment, by helping this life event to become a maturing experience 
with increased insight into motivations and thus control of behavior, 
making recurrence less likely. While it may seem ironic, for some of 
those with long-standing, but untreated emotional disorders, the symp- 
tom of pregnancy forces them into long-needed contact with appropri- 
ate psychological help and thus may alter the future course of their 
lives for the better. Obviously, if unwed mothers are not referred to 
authorized agencies, as occurs when adoptions are arranged independ- 
ently, they are deprived of such services. 

Is the agency likely to come in contact with the child*s putative father? 

In many cases the unmarried mother and the putative father will 
have known each other only briefly, and very often the woman will 
try to forget that the man ever existed. The majority of men fear in- 
volvement. Even in those instances where their relationship has been 
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more stable, the putative father’s sense of responsibility toward the 
unwed mother and his child is often outweighed by his fears of con- 
tacting the agency. These may include fears of being blamed, of legal 
paternity proceedings, and if already married, of disclosure. Actually, 
the agency is ready to see him, if the mother wishes it, with assurance 
of full confidentiality. 

Occasionally, fathers do contact the agency, either to participate in 
planning, to offer moral or financial support to the mother, or to 
furnish background information, which is extremely useful in con- 
nection with evaluating and placing the child. Sometimes troubled 
putative fathers, some of whom are still minors, turn to the agency for 
help with their own emotional problems, including conflicts about 
marrying the mother. Although neither they nor the unmarried 
mothers, in many such instances, are psychologically ready for marriage, 
or appropriate for each other, especially under such conditions, the 
father’s willingness for involvement, however limited, often comforts 
the unwed motlier, helps to reduce his own anxieties, and bolsters his 
self-respec... 

The agency’s casework help is available to putative fathers who seek 
it, and in some instances, these services or appropriate referral for 
psychiatric treatment, may prove of far-reaching benefit to them. 

Since ^^independent adoption^* lacks the many mental health protec- 
tions agencies provide, how can more children for early adoption he 
placed through authorized agencies? 

Many natural and adoptive parents turn to individual inter- 
mediaries rather than to authorized agencies for arranging adoptive 
placement. As noted above, about thirty-nine per cent of children 
adopted by nonrclatives in 1959 were placed independently, i.c., either 
by their parents or relatives, or through intermediaries. The practices 
of the latter cover a wide range, from illeg’al black markctecring, 
through varying shades of ethics, good intentions, and ignorance, to 
those responsible physicians with sincere convii. lions that they are as 
well or better qualified than agencies, and who see this function as an 
obligation to patients. Their argument gains added force in some sec- 
tions of the country where available agency resources are still in- 
adequate in terms of quality and quantity. In conjunction with nation- 
wide efforts to correct such inadequacies of adoption facilities, and to 
strengthen legal safeguards of adoption through legislative reforms, 
the medical profession is increasingly recognizing, officially, that the 
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physician's many essential direct and indirect medical services in adop- 
tion (obstetrical, pediatric, advisory, etc.) are best carried out in co- 
operation with an agency whose specially trained staff should undertake 
the necessary investigations of the various parties and the actual place- 
ment of the child. This is borne out, for example, by the article, “Adop- 
tion of Children," American Academy of Pediatrics, 1959. 

Although independent adoptions may indeed turn out very well, in 
spite of the absence of agency services, this is often due to luck, while 
all too many others incur preventable unhappiness or tragedy. Of 
course, agencies too make mistakes, but their percentage of error is 
much less, and they keep improving their practice, in relation to ad- 
vances in knowledge as well as better budgetary support. 

In addition to factors of legislation, agency availability, and physi- 
cians* attitudes, the psychological reasons why many natural and adopt- 
ing parents turn to nonagency adoptions are many and diverse. (Some 
will be touched upon in reply to subsequent questions.) 

One causal vicious cycle, however, applies to the question at hand: 
about seventy-five per cent of the children who need adoption by non- 
relatives are born to unmarried mothers. Authorized agencies are best 
qualified to help cope with the emotional crises that accompany unwed 
motherhood. When unmarried mothers, however, fail to reach the 
agencies, in many instances their infants are diverted into nonagency 
adoptive channels. With too few of the babies eligible for adoption 
under their care, the agencies are forced to refuse, and thus antagonize, 
many suitable prospective adoptive couples desiring infants; in reac- 
tion, many such couples feel driven to independent adoption rather 
than risk long waiting and possible disappointment. They in turn help 
create the very “demand** for independent adoption of infants that 
tends further to maintain this practice. 

Clearly, in order to break into the vicious cycle so that more early 
placements can have the advantages and safeguards of agency services, 
efforts must begin at the point of advising the unwed mother. She 
should be made aware of the community facilities that are at her dis- 
posal, and should be helped to understand the advisability for herself 
and her baby of utilizing such services, as opposed to independent 
channels. One of the best persons to explain this to the unwed mother 
is the physician who diagnoses her pregnancy, and who is often her first 
confidant. In a 1958 pamphlet, the United States Children's Bureau 
defined the physician's responsibility toward the unwed mother to in- 
clude referral to an appropriate social agency, or in the absence of a 
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local agency, to the State Department of Social Welfare. The pamphlet 
was formulated with the help of leading physicians of several spe- 
cialties from different sections of the country. It stresses the special 
value of the rapport between the physician and his patient in preparing 
her ‘‘psychological readiness” to accept agency help for her emotional 
and environmental problems. (He will continue to care for her medi- 
cally, unless alternative arrangements are preferable.) 

Through such auspicious and prompt referrals of unmarried 
mothers, more infants for whom adoption is the best plan, can have 
the mental health advantages of early permanent homes, with agency 
protections. 

Once a couple considers adopting a child through an authorized 
agency, what are the procedural steps? 

Adoption is a gradual sequential process rather than an event. 
Upon receipt of the couple’s expression of interest, many agencies, 
cither through written materials or group meetings explain some of 
the philosophy and facts regarding adoption, including information 
about the available children and about the purpose and nature of 
agency procedures. The group meeting method (attendance is optional) 
includes the advantage of answering questions, which further helps 
to clarify what may be expected, realistically, and to dispel some of the 
illusions that prevail about adoption. 

If the cf)uple decides to go on, a series of screening procedures 
follow. Although agencies differ to some extent, as in the use of written 
questionnaires, number and spacing of interviews with husband and 
wife, together and separately, the time intervals between the various 
steps, etc., the general pattern includes intake study, and then for those 
who continue, home study; if home study has confirmed the advisability 
of a couple becoming adoptive parents, there is a variable waiting 
period while the agency selects a child considered appropriate for that 
particular home. The child is described to the prospective parents, and 
if interested, they may meet him one c^r more limes. If everything goes 
smoothly, placement, supervision (a period during which the agency 
still carries responsibility to assist the placement and to see that all goes 
well), and finally, legal adoption fobow. Throughout these steps, screen- 
ing goes hand in hand with a process of helping the couple prepare for 
the actualities of adoption. 

The above applies to those who are adoptive parents for the first 
time. When couples reapply for a second child, the focus of the study 
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is on the period since previous contact with the agency, and includes 
evaluation of the relationship between the couple and the first adop- 
tive child, as well as the child’s development and adjustment. 

In general, what are the criteria of eligibility for adopting a child? 

In selecting from among the adoptive homes for children under 
their care, agencies nowadays give the greatest weight to those personal 
qualities that make for ‘capacity for parenthood.'* As a general rule, 
the capacity for warm, mature love for a child as an individual in his 
own right, by each parent, and by both as a unit, plus a compatible, 
stable marriage, are accepted as the mental health prerequisites for any 
adoption, whatever the age of the adopted child. In addition, adoption 
agencies give high priority to the applicants’ adaptability, flexibility, 
and their ability to cope with the unpredictable vicissitudes of life. 

Agencies do not look for some single personality stereotype or hypo- 
thetical paragon of perfection among adoptive applicants. They know 
there are multiple patterns and styles c)| life through which basically 
positive human experience may be lived. Similarly, aside from protect- 
ing the child against foreseeable extreme economic deprivation, chil- 
dren are placed with adoptive parents who cover a very wide range, 
financially; the same is true socially and educationally. 

Eligibility requirements as to the couple's religion vary among dif- 
ferent denominational, nonsectarian, and tax-supported agencies. The 
agencies in turn are subject to widely differing laws and their inter- 
pretations in various parts of the country. According to the C'hild 
Welfare League of America’s Standards for Adoption Service (1958), 
natural parents have the right to determine the religion in which they 
wish their child to be reared, and “placement of children should not be 
restricted, in general, to homes with formal church affiliations.’’ Hicse 
principles differ, in certain respects, however, from those held by the 
Roman Catholic agencies whose statement, also included in the pub- 
lished “Standards," regards the religious status of the adoptive couple 
as “the weightiest, although not the sole element . . . among the sev- 
eral important factors ... in successful adoption.” 

In addition to the fundamental attributes for all parents which are 
conducive to the child’s healthy growth and development, and which 
agencies seek for the children they place, there are some psychological 
qualifications specific to adoptive parenthood. Perhaps the most im- 
portant of these relates to the couple’s inner ability for successfully 
transposing their parental urge from the biologically conceived child 
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they desired to the .adopted child as an accepted substitutive solution. 
For the wish to adopt (except when based only on extraneous motives, 
and this would contraindicate adoption) is ultimately rooted in the 
reproductive drive, with its associated parental feelings. Adoptive ap- 
plicants cannot therefore demand of themselves, nor do agencies expect, 
that adoption must represent their primary choice. If however, their 
feelings cannot move on to the adopted child comfortably and com- 
pletely enough, with minimal persistent anxiety and conflict, this does 
not detract from their worthwhileness as people, nor signify maladjust- 
ment per sc, but it does jeopardize the mental health outcome of the 
adoption. Such adoptions should not take pl.ace since the parent-child 
relationships, and hence the child’s development, will be bound to 
suffer. (Sufficient acceptance of adoption does not mean that couples 
need drop all interest in having a <‘hild biologically in the future; their 
parental aspirations, however, would not any longer be fixed exclusively 
on this form of fulfillment.) Various unresolved emotional problems 
around their inability to bear children may obstruct a couple’s suffi- 
cient down acceptance of adoption for a satisfying experience by 
the child or by themselves. The child is too prone, for example, to 
represent a constant proof of painful defeat and deficiency. 

Accordingly, in addition to assessing general parental cap.icity, ex- 
ploration of these and related issues through interviews is important to 
the agency and to the prospective adoptive parents. Since, by the very 
fact of applying, most of the latter regard themselves as already decided 
about w'anting adoption, the screening procedures must probe, with 
the couple, ])elow the surface for subtler and often less conscious atti- 
tudes and conflicts that are relevant. This can I e distressing at times, 
and calls for skill, objectivity, and tact on the part of a highly trained 
agency staff, and self-searching honesty on the part of the parent-appli- 
cants. Even so, it occasions some of the resentment toward agencies that 
leads some prospective adoptive parents to prefer the less “inquisitive” 
intermediaries of independent adoption. This may indeed increase 
their immediate comfort, but all too often at the expense of their long- 
term welfare and that of the children they adopt. 

Do agencies set arbitrary age limits and physical health requirements 

for adoptive parents? Do parental criteria differ for adoption of 

older children and children ivith other special needs? 

On the whole, it is felt that adoptive parents should be approxi- 
mately the same age as a child’s biological parents. If a childless couple 
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well into middle age, for example, were to adopt an infant, no matter 
how exemplary their other attributes as potential parents, their rela- 
tionship with the child would be at a disadvantage in several ways. As 
he grew older they would be more appropriate as his grandparents. 
Some lack of rapport would be likely to stem from this spread of years 
between the child and themselves, increasing as the age difference be- 
tween them increased, with respect to attitudes, interests, and ap- 
proaches to life. 

Also, such a couple has gone past the life epoch when the necessary 
energy and endurance for taking care of a young child is usually avail- 
able, without overexertion, that it may impair the child-parent inter- 
actions. Furthermore, a husband and wife’s good adjustment to child- 
lessness, evolved over the years as a “twosome,” may be thrown off 
balance by belated conversion, through the advent of a child, into a 
threesome, even though originally, their lives might have been happier 
with children. Moreover, childless couples well along in life are likely 
to have become “set in their ways,” without the desirable degree of 
flexibility for coping with a young child. They may, therefore, lose pa- 
tience with him too quickly, or tend to impose excessive restrictions be- 
fore he is really able to control his behavior. 

Individual differences in couples of the same age are recognized, of 
course. Agencies much prefer to maintain flexible policies for apprais- 
ing each situation individually; many of them have set age restrictions 
with reluctance because of the disproportion between available 'infants 
and applying childless couples, whpreby many of the latter would have 
to be refused; it seems more fair to do so on grounds that statistically at 
least, have a relevant rationale. As more babies are adopted through 
agencies and the disproportion is reduced, such agencies lower their 
arbitrary age limits. 

The factor of age is also pertinent, however, with respect to the 
adoptive parents’ life expectancy in relation to the age of the child they 
adopt. Authorized agencies strive to protect the children they place as 
much as possible against risks of losing their parents for a second time, 
due to death or incapacitating illness. They require, therefore, that ap- 
plicants be examined by their own physician, who submits a report of 
their medical history and his findings, or by a physician working in con- 
junction with the agency. 

There is more latitude about age limits in the placement of older 
children, however. Not infrequently older couples may decide to adopt 
a child after their own children are grown and have left home. These 
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placements are often highly successful; such parents are experienced in 
child rearing, and “know what to expect/' so that, in general, they can 
be more relaxed in dealing with the special problems that older chil- 
dren may bring to the new adjustment. Also, because their self-con- 
fidence as parents has been firmly established already, they can better 
tolerate with understanding, and need not take personally, such typical 
reactions of older children as provocative misbehavior to test the re- 
liability of parental love, or the clinging to their past memories as they 
face the unfamiliar new life. Because they are not dependent on the 
adopted child for the totality of their parental fulfillment, such parents 
have less need to overtax a child wdtli expectations beyond his capacity, 
which could be a source of mutual unhappiness. Many deeply satisfying 
relationships are experienced by these older couples and older children 
who “adopt each other." 

Similarly, couples who have already adopted one or two babies are 
ineligible for more, according to the current policies of most agencies, 
although this restriction does not obtain for the hard-to-place children 
with vjpCei'i 1 needs, i.e., children of mixed racial background, older chil- 
dren, sibling groups placed together, and children with physical or 
mental handicaps. 

In placing such children, agencies generally modify all regulations 
about ineligibility that do not compromise basic essentials. Thus, emo- 
tional acceptance ol the adopted child remains as a criterion for all ap- 
plicants, whereas intake policies with regard to religious backgrounds 
and beliefs, except in Catholic and some church-related agencies, be- 
come secondary to the needs of these children for suitable permanent 
homes. 

Would the fact that either or both applirants had undergone emo^ 
tioiml deprivation in their own childhood, or had ever received psy- 
chiatric treatment preclude their eligibility as adoptive parents? 

The degree and nature of emotional deprivation the applicant may 
have been exposed to in the past is only of consequence with regard 
to whether and how it may have affected present capacity for the role 
of adoptive parenthood. The crucial assessment, for the agency, is 
limited to the applicant’s present attitudes and behavior with respect 
to how he or she can relate to and nurture an adopted child despite 
having experienced rejection, harshness, or disturbed family relation- 
ships in childhood. 

Similarly, a history of psychiatric treatment merits exploration but 
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does not necessarily disqualify. On the contrary, depending on the 
difficulties that prompted the treatment, and its outcome, it may be 
recognized as an asset for adoptive parenthood. Psychoanalytic treat- 
ment, for instance, may have helped an applicant to a degree of self- 
awareness, resolution of conflicts, and personal growth that improves 
the prospects for favorable adoptive experience. On the other hand, 
when the disorder requiring treatment was such as to impair parental 
potential, and symptoms persist, or there is appreciable risk of recur- 
rence, adoption would be deemed unsafe for the child’s development. 
Placement of a child as psychological “therapy” for such a would-be 
parent, as sometimes urged by well-meaning advisers, both lay and 
professional, violates the agency’s responsibilities to the child, and has 
proved to be poor medicine for the patient. 

If a prospective parent is receiving psychotherapeutic treatment dur- 
ing the course of applying for an adoptive child, the agency, in apprais- 
ing the couple’s current life situation will naturally be concerned with 
the nature and severity of the problems that occasion treatment. Some- 
times the treatment process itself absorbs so much of the applicant’s 
emotional attention that it may be advisable to postpone adoption for 
a time, until a greater proportion of emotional energies can be freed 
for the new relationship with a child. An added advantage from such 
delay is the greater leeway to explore and test shifting motivations and 
attitudes about adoption during treatment before the couple ratifies 
its wish to adopt. 

Agencies strive to “screen out” 4:hose psychological attributes of adop- 
tive parent applicants that have proved damaging to child development 
and to “screen in” those found to be growth promoting. It would be 
foolish and impossible to aim for adoptive parents who arc “mentally 
healthy” in every respect. There are no such people. In fact, the very 
term “mental health” is remarkably hard, if not impossible, to define 
completely when differences in cultural norms and values, for example, 
are taken into account. By and large, agency screening is based on a 
relative rather than absolute conception of mental health: not total 
absence of neurosis, for example, but what kind, how much, and how 
does it concern adoptive parenthood, is at issue. (See Mental Health; 
Optimum Mental Health) 

What are some of the reasons underlying a couples decision to adopt 

a child and their implications for stuccessfvl adoption? 

The great increase in the number of adoptions over the past 
decades may be attributed to a variety of factors. First, the great value 
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placed on children in our society has given rise to the feeling that a 
childless couple is “incomplete” as a family unit. Second, changed 
social attitudes have made adoption much more acceptable; it is 
associated witJi far greater frankness and enjoyment, nowadays, than 
with the former degree of secrecy and shame. 

In obvious and overall terms, every applicant-couple seeks to adopt 
because it wants a child and either cannot, or for medical reasons 
should not, bear a child of their own (very occasionally an applicant 
consciously prefers adoption to childbearing). Many complex and indi- 
vidually varied motivations, however, underlie these broad common 
denominators; the subsurface reasons relate so closely to what an 
adopted child would really mean to a couple, and thus to the crucial 
parent-child relationship, that a searching effort to understand them 
is important. 

To begin with, the very factor that has brought the adoptive parents 
to the agency—the failure to have children of their own— merits careful 
exploration. Thus, the agency attempts to ascertain the reasons for the 
coupl^^ hildlessness, what it means to the husband and to the wife, 
how it has affected their feelings toward themselves and to each other, 
and to what extent, and in what ways these feelings have influenced the 
decision to adopt a child. 

Once in a while, couples who are presumably fertile prefer adoption. 
Some arc afraid of transmitting an inherited defect; in such instances 
appropriate consultation helps to evaluate the actual risk. Others 
sometimes seek to bypass what may unduly frighten or repel them about 
the normal reproductive process. In general, it is unwise to act upon 
unrealistic fears, even though they may be compelling, especially 
wdien, as in adoption, the action involves several lives, and permanently. 
In contrast, appropriate reassurance, and in some cases, psychological 
help, may siimulaie a train of events within and betw^een the applicant 
husband and wife whereby their application leads instead to bearing 
their own child. Couples for w^hom childbearing is medically forbidden, 
and couples who have borne children but want nivire, through adoption, 
after menopause, feel differently about their childlessness, of course, 
than those who are completely sterile (as from surgery), or relatively 
infertile from known or unexplained causes. 

Inevitably, reproductive incapaeny must have a strong psychological 
effect in terms of the individuars total personality. The question of 
whether the impaired fertility affects the husband, wife, or both, is of 
considerable significance. Experience has shown that adoption w^orks 
out best for those applicant-couples who have reached a deep-seated ac- 
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ceptance of their infertility as a physical fact, for which neither partner 
need feel blame or shame. On the other hand, pronounced ongoing 
emotional involvement in their childlessness may prevent a mutually 
sound relationship with an adopted child. Thus, for some husbands 
and wives who experience their infertility as crippling to their sense 
of manliness or femininity, the adopted child is likely to represent a 
constant reminder of their painful defeat or shameful “deficiency.” In 
such instances adoption would seem unwise. 

Some couples turn to adoption as a first reaction to sudden bereave- 
ment. Ultimately this may prove a very sound solution. However, it 
has been found advisable for most such couples to postpone their 
decision until the acuteness of their initial reaction has worn off and 
wait until after a period of mourning. If they adopt immediately after 
the death of their own child, they may be unable as yet to relate to the 
adopted child as an individual in his own right so that he, in turn, must 
inevitably fail them as a replacement of their lost youngster. By waiting 
until really ready for a new relationship, these couples can avoid such 
unhappy complications as hostility toward the adopted child for surviv- 
ing when their own child could not, or conflu t in letting themselves 
love the adopted child from guilty feelings of disloyalty toward his pred- 
ecessor. 

Couples seek, through adoption, satisfaciions (ommon to all normal 
parents, among them, the desire to love and be loved by one’s ( hild, to 
care for and be proud of him, to enjoy his dependency and take pleasure 
in his achievements. In well-integrated combination, all these com- 
ponents of parenthood contribute to the child’s healthy growth, and 
make adoption a mutually felicitous life arrangement. If, however, one 
of these parental ingredients predominates to excess in a couple’s 
motivation to adopt, it may be detrimental psychologically. To illus- 
trate, if a child’s parents regard him primarily as a vehicle for improv- 
ing their own social status or self-esteem, or so prefer his dependency 
that they prolong it through overindulgence or overcontrol, his develop- 
ment must suffer. Accordingly, sensitive scrutiny of parental motives in 
appraising adoptive homes increases the happiness that adoption can 
bring. 

Why should the ^"approved** adoptive procedure be so much more 

complicated than independent adoptionf 

Nonagency or independent adoptions, as indicated previously, fall 
into two main categories: the baby-selling or black-market type that 
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exploits human need and suffering for financial profit; and adoptions 
that are arranged by well-intentioned intermediaries— friends, relatives, 
doctors, nurses, or lawyers. Many of these intermediaries sadly under- 
estimate the complexity of their task and overestimate their own 
capacity to assume it. 

Understandably, their placement methods appeal to some couples 
as simpler and often faster than agency service, with more certainty of 
getting a baby. But the desire to adopt, of itself, on the part of a repu- 
table couple is not enough to ensure adoptive safety, from the mental 
health standpoint. After all, the highly charged emotions, motives, and 
personality attributes involved in adopting are indeed complicated; 
they are no less so when overlooked by intermediaries and the couples 
ihemsclves, nor less influential on the tenor of ensuing family relation- 
ships, and thus on the child’s healthy development and their own 
happiness. 

Hozv does tlie agency help parent^applicanls psychologically, at certain 

erm I phases of adopiwe procedure? 

'*] he psychological aspects of contacts between agency and adoptive 
applicants are important throughout the progression from their first 
(Expression ol interest in adoption to its legal consummation, and some- 
timi^s even thereafter. As indicated aheady, the agency’s screening func- 
ii(ms are closely linked throughout with helping couples to adopt suc- 
cessfully l)y assessing the wisdom of adopting, recognizing and resolving 
problems that could cause trouble, and preparing emotionally for the 
realities of adoptive experience. 1 he onset of the adoptive study, and 
the lirst time a couple sees a child whom they can adopt are among the 
specially crucial stages, psychologically, in the total sequence. 

llie beginning stages of study are unavoid'* bly stressful for parent- 
applicants so that maximum consideration is called for on the part of 
the agency staff. Fmotional tension is almost always present in early 
interviews, hence agency evaluation of a couple’s attributes for adoptive 
parenthood must take this factor into account. The anxieties that beset 
applicants at this time vary widely, of course. Especially for those seek- 
ing infants, a frequent source of tension stems from the fear that their 
strong desire for a child may be thwarted and, at the same time, that 
they may be judged inadequate as parents, and as people. These feelings 
not only engender distress for the couples, but may temporarily ob- 
scure and distort the picture of themselves they present to tlie agency. 
Thus, an applicant may be overeager and unnatural in an effort to 
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make a ‘'good impression,” or overly modest and unassuming. In con- 
trast he or she may be very hostile toward the caseworker in anticipa- 
tion of rejection or from feeling aflFronted by "being judged.” It is 
important that the agency distinguish from among the couple’s reac- 
tions to the intciview situation those which would bear on their role 
as adoptive parents. 

Couples sometimes deliberately conceal or deceive to lit what they 
think, or have been told, the agency approves of. More often than not, 
this backfires. Although the caseworker may indeed be taken in by a 
specific distortion of the truth, she may pick it up in such forms as 
emotional tension, excessive pressure to control, evasiveness, and a 
general quality of falseness that arouse more questions about the ap- 
plicants than if they had been candid in the first place. 

Since interviews entail interactions between the couple and agency 
worker, the process must be protected from bias or personal reactions 
on the part of the caseworker. Major safeguards are the worker’s self- 
awareness and constant vigilance on this score, which are professional 
attributes given central attention in her training and modes of practice. 

The screening and helping process does not stop once the couple s 
application has been accepted. Stress reactions may persist or arise 
during subsequent phases as well, and the agency strives to relieve ap- 
plicant anxiety whenever possible. Thus, occasionally, prospective par- 
ents are startled and distressed by reacting negatively to their first sight 
of the child that can become theirs. Instead of the surge ol parental 
affection they expected to feel at this longed-for moment, they may 
become acutely anxious or experience a detachment, dislike, or active 
aversion. This in turn may arouse painful self-doubts and guilt feelings, 
or be rationalized as due to imaginary or exaggerated faults in the child. 

Despite surface similarity such reactions may have different causes, 
with correspondingly different implications for the ultimate outcome 
of the adoption. Once in a while, on investigation, they prove to have 
been a belated signal that both the agency and the couple had been 
mistaken in believing that the latter basically wanted and could accept 
adoption. Occasionally the reaction turns out to mean that there is 
something about the particular baby, often subtle and intangible, that 
fails to appeal to this couple who, when shown another child, can and 
do fully accept him. More often, however, the initial negative reaction 
is found to be due to psychological causes that need not prevent suc- 
cessful adoption if dealt with understandingly. 

Thus, childless husbands and wives yearning for a baby almost always 
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build up vivid conscious or unconscious fantasies of what their own 
child would be like, could they have borne one. Unwittingly, it may be 
this fantasy child they expect to find when they first go to see the 
agency’s baby. Inevitably, since reality cannot conform to fantasy, they 
are abruptly disillusioned. 

In another instance, a woman who is unable to bear children of her 
own (the example could also apply to a man) may feel brutally forced 
to face her barrenness as final when she sees the adoptive baby for the 
first time. Despite rational acceptance of the facts, secretly she had con- 
tinued wishfully to expect to bf*ar her own child some day, even when 
this hope was without realistic justification. The abrupt pain of realiza- 
tion sets off the whole gamut of hurtful emotions surrounding her 
childlessness. Understandably, she cannot immediately extend love 
simply and happily to the adoptive child, and this itself is cause for 
further distress. 

Negative reactions may also stem from the fact that, while the natural 
parents have nine months in %vhich to prepare for their baby’s arrival, 
the ad(-|/tiv parents are given only a few days’ notice by the agency of 
a baby’s availability. Although they may have had their application on 
flic for months, to forestall disappointment they have not allowed them- 
selves fully to count on the possibility that it would be accepted, or that 
a suitable baby would be found for th^m. As a result, they are relatively 
unprepared for the parenthood so suddenly thrust on them. 

When reasons such as these underlie a couple’s recoil at the first sight 
of the ( hi Id, the caseworker’s reassurance and explanatiotis, combined 
with slowing up the process to catch up with their emotional pace, can 
often help very effectively. 

Is it true that, after eulofiting a child, coupler are more likely to have 
children of their own? 

At one time or another almost everyone has heard of couples who 
w'erc able to have children of their own once they had adopted a child, 
although they could imt conceive previously, despite medical treatment. 
The relationship between these events is no longer considered mere 
coincidence, nor are such accounts regarded as mere “old wives’ tales” 
by many scientists. For example, a majority of physicians, who were 
recently surveyed, believe that adoption can trigger pregnancy. A num- 
ber of research studies are under way to investigate this more conclu- 
sively. Meanwhile, there is some evidence to suggest that emotional 
prciblems may be among the many intricate factors that influence fertil- 
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ity, and that the experience of adoption may entail some reorganization 
of the psychic life that in turn may facilitate conception. 

To what extent can agencies predict the future development of the 

babies they place for adoptionf 

In evaluating the children for adoption, agencies gather as much 
information as possible about the family background, especially with 
respect to characteristics that may be of significance to heredity. Pre- 
natal and birth history is also sought, as well as the health and develop- 
mental history of children older than newborns. Evaluation is based 
on this data, obtainable in varying degrees of completion, in combina- 
tion with the findings of physical and psychological examinations, and 
observations of development. Consultation with a geneticist may be 
very helpful when special questions arise about predicting the impact 
of a child's heredity on his future, mentally and physically. 

Each individual’s development is the outcome of complicated inter- 
actions between inherited and constitutional factors on the one hand, 
and life experience and environment, on the other. There is no single 
overall answer to the much debated question as to whether nature or 
nurture has the greater formative power, since each specific trait must 
be considered separately in this respect. Different genes interact witli 
different environments in different ways. Environment, in this broad 
sense of the term, refers to the totality of life circumstances including 
physical surroundings (prenatally, as well), human relationships, and 
acquired illnesses. Every human being begins life with certain unalter- 
able characteristics, such as the color of his eyes and hair, his fingerprint 
pattern, his unique blood type, etc. He also carries within himself a 
genetic heritage of potentialities and predispositions that may become 
manifest at different stages of life, and in different degrees, or not at 
all, depending on the succession of environments he encounters. 

With the important exception of certain serious inherited illnesses 
and congenital malformations, predictive accuracy as to the physical 
and mental development of infants is much more limited than is gen- 
erally recognized. For the processes of hereditary transmission and 
genetic-environment interactions arc incredibly complex. Regressive 
genes, for instance, as part of our “hidden heredity” may be carried 
without showing up for generations. Innumerable variables determine 
whether, when, and how a given trait within an individual’s genetic 
endowment may penetrate or be expressed in his lifetime. 
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Oversimplification may be dangerously misleading. For instance, 
with regard to mental abnormalities there are many different forms of 
mental retardation and mental disorder; the role of heredity must be 
considered separately for each. (Some are not transmissible, but ac- 
quired through infectious illness or injury.) A good deal is known, that 
can be applied in adoptive practice, about certain inherited forms of 
mental deficiency and the .ages at which they are most likely to occur. 
Not all cases, however, are predictable; thus, any couple, of average or 
above average intelligence, may also become the parents of a mentally 
retarded child, if both chance to be carriers of the same defective gene. 
On the other hand, the genetics of general intelligence, to which a host 
of genes ( ontribute, are very different than for those forms of mental 
defic iency that arc part of inherited neurological and metabolic diseases, 
or congenital anomalies. Mental ability, though definitely influenced by 
heredity, seems subject to even greater modifiration by the environ- 
ment than most physical traits. Differences in energy endowment and 
basic temperament, as between placid and volatile, for instance, appear 
to be more inborn and less modifiable by the milieu than special pro- 
ficiencies, interests, and such personal attributes as self-confidence and 
capacity for affection. 

Cmti adoptive parents be assured that inherited illness or defect will 

not manifest itself at some later date? 

Adoption workers are often asked, or ask themselves, “Is mental 
illness inherited?” The question has little meaning, in this form, since 
mental illness is not a single entity, but a coUcctive term for many 
kinds of disorders, involving very different causes and combinations of 
causes. Personality maladjustment, various types of deviate behavior, 
psychoneiiroscs, and the many different psychotic illnesses, must be 
differentiated in considering the causative role of hereditary factors. 
Although much has been learned, there are still big gaps in our knowl- 
edge as to the origins of many of these conditions. There are also dif- 
ferences of opinion in interpreting the available evidence. For example, 
some authorities believe that a strong genetic component enters into 
the causation of schizophrenia. Others conclude, horn tlie findings, 
that varying degrees of inborn vulnerability may be likely, at least 
in some cases, but attribute a greater causative role to stressful experi- 
ence and psychogenic trauma, especially in early life. 

It is generally agreed, however, that one cannot assume that a child. 
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whatever the psychiatric status of his natural parents, is bound to 
manifest some form of mental illness. It has also been well substantiated 
that emotionally healthy family relationships in childhood have signif- 
icant protective power against inborn vulnerabilities. The Child Wel- 
fare League of America’s 1958 Standards for Adoption Service states: 
“There are no hereditary factors that should automatically rule out 
adoption.” 

In striving to protect adoptive parents against undue risks of adop- 
tion, the agency does not aim at unrealistic guarantees of the child’s 
perfection or its lifelong immunity to unforeseeable vicissitudes such 
as all parents must face. Instead, by evaluating the adoptive child as fully 
as possible, the prospective parents can be told as completely as present 
knowledge permits about his condition and future outlook, including 
special strengths and weaknesses, as these can be determined at the time. 
As stated in “Adoption of Children” (American Academy of Pediatrics, 
1959), “It is well to remember that most adoptive parents run no greater 
genetic risks with their adopted child than they would probably have 
encountered could they have become natural parents.” On the other 
hand, adoptive parents do have an advantage over natural parents in 
that the agency screens out children with discernible congenital defects 
or considerable chance of inheriting certain serious illnesses. I'hose 
adoptive parents who are willing, nevertheless, to accept some of these 
children do sc^ knowingly and from choice. 

Meanwhile, important and related new research lindings ia bio- 
chemical genetics, on the one hand, and behavioral sciences, on the 
other, are shedding new light on the nature of heredity-environment 
interaction at the behavioral level. Adoption agencies accept respon- 
sibility through their consultants and professional organizations for 
keeping abreast of relevant scientific developments so that adoption 
practice can continually improve. 

What are some of the considerations governing agency selection of a 
particular child and adoptive couple for each other? Is the matching 
of similar backgrounds and appearance important for suitable place- 
ment? 

Agencies assess the suitability of children and adoptive parents for 
each other on the basis of the fullest possible preadoptive studies of 
each. Naturally, “matchmaking” of infants and new parents is different 
than for older children whose personalities are formed enough to in- 
fluence the subtle mysteries of mutual attraction. For older children 
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and parents adopt each other, in contrast to the placement situation of 
infants. Furthermore, as the potentialities of older children keep un- 
folding, their future physical and mental development may be estimated 
with somewhat greater accuracy. Psychological tests of infants, for 
example, are unreliable predictors of intelligence level; their value lies 
in helping to appraise the comparative normalcy of development as of 
the time when examined. 

In the past much emphasis was placed on similarities, especially of 
physical appearance, as well as national, sociocultural, and ethnic back- 
grounds. It was thought, for example, that matching the child’s hair 
color, physique, and complexion to that of the adoptive parents would 
facilitate the desired emotional identification between them. Experi- 
ence has shown, however, that couples can identify with children whose 
appearance and background differ markedly from their own. Instead, 
optimal “matching” nowadays puts more stress on other kinds of cor- 
respondencies between the child’s estimated potentialities and the 
parents’ personalities, values, and modes of life. Respective tempera- 
ments, .::nmple, are taken into account. Whether similarities or 
differences work out better depends on many factors, which also must 
be considered. High-strung, quick-reacting parents may provide healthy 
stimulus to an active responsive baby, but feel impatient and frustrated 
by a very placid infant who would fn better with a more easygoing 
couple. On the other hand, sometimes opposite attributes of parents 
and children supplement each other advantageously. A mother who 
is inclined to be tense might upset, and be upset more readily by, 
a sensitive, easily excital)le child than if each could be paired with a 
calmer mother or child, respectively. 

Since the child’s “developmental potential” includes his hereditary 
endowment, effort is made to place him in an environment conducive 
to offsetting inherited vulnerabilities and fulfilling inborn capacities 
to the extent that these are ascertainable. 

Within the current limits of predictability agencies try to relate a 
family’s intellectual standards, expectations, and opportunities to the 
child’s level of intellectual promise. If a child of average intelligence is 
placed with parents of highly superior intelligence, for instance, whose 
cultural expectations are too far beyond his reach, mutual disappoint- 
ment and emotional stress may result, with detriment to the child’s 
motivation to learn as much as he otherwise could. 

Although it has been proven repeatedly that parents can identify 
with children of different emotional and racial backgrounds, and with 
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all sorts of heredities, not every couple of course feels equally accepting 
of each type of “difference.” The agency comes to know applicant- 
couples during the various stages of preadoptive study, including in- 
dividual prejudices, fears, and predilections. Accordingly, the child of 
a schizophrenic parent would not be considered for a couple who has 
deeply rooted fears about the inheritance of mental illness; a child of 
interracial background who appears predominantly white is likely to 
adjust best in a white family. (Several follow-up studies report the 
success of such adoptions.) He would only be placed with a family, 
however, who could be told about his background without its creating 
an emotional barrier. 

What kind and how much information concerning the child*s back- 
ground is given to adoptive parents prior to placement? 

In general, the agency will supply whatever information is avail- 
able to help the adoptive parents understand the child and his needs, 
and to enable the agency to answer questions he may later ask about his 
parents and background. Identifying information, however, is always 
withheld. 

In most instances, the adoptive parents feel satished with these 
details. Occasionally, however, they will continue to feel “uneasy” 
about the many unknown factors in the child's past. In view of the 
precautions taken by agencies to evaluate children who arc suirendcred 
for placement, those applicants who continue to feel excessively 
threatened by fears of the unknown, may never feel comfortable 
enough about adoption and may be advised to withdraw their applica- 
tions. Some adoptive applicants profess a fear of the child’s heredity, 
which in reality is a screen for other less consciously acceptable fears 
and doubts they may have about adoption. For instance, persisting 
fears, despite factual correction, that an infant girl will inherit her un- 
wed mother’s “immoral sexual behavior” are not really about heredity 
at all. In any event, the agency will attempt to ascertain the nature of 
whatever fears are expressed and to resolve them wherever possible. 

As might be expected, the prospective adoptive parents of the older 
child are provided with rather extensive information concerning the 
child’s experiences in the past, as an aid to understanding him better 
and to help him overcome the effects of prior emotional hardships. 
Such information also enables these parents to share, rather than to 
discourage and wall out whatever memories of his past the older child 
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clings to as part of his needed sense of self-continuity. Although it is 
hard for some new parents to acknowledge aspects of their child’s life 
before he became theirs, it makes for greater family closeness in the 
long run. 

Furthermore, if the agency is aware of some genetic defects or assets 
in a child’s background, his prospective adoptive parents are so in- 
formed. Also, when adopting a mentally or physically handicapped 
child, the adoptive parents are advised as fully as possible about the 
child’s handicap and of his prognosis for the future. They are also told 
when there is a known possibility of racial admixture in a child’s 
background. 

Is it psychologically preferable for brothers and sisters to be placed 

together or separately? 

As a general rule it is certainly desirable from the children’s 
standpoint emotionally to remain as members of the same family, 
especially for the sake of those of the sibling group who are beyond 
early infancy. Such children have already been subjected to the loss 
of parents or parent substitutes by virtue of their need of adoption, 
and it is, therefore, all the more important for them to retain their 
family ties to one another and not have to suffer still further traumatic 
separation. This causes a difficult placement problem, however, for the 
agencies, in view of the shortage of homes for more than one adopted 
child at a time. As in the case of other hard-to-placc categories of chil- 
dren, agencies are intensifying their efforts to find appropriate homes 
and are making headway with several new metho*]s of home-finding. For 
example, statewide and regional adoption rcsourc*.* exchanges have been 
established successfully for interagency cooperation in locating suitable 
homes for children who might not be placed otherwise. The possibility 
of a national adoption resource exchange is under consideration. 

In matters pertaining to human relationships, each situation must 
be evaluated individually. Thus, although it Is usually in the best 
interests of sibling groups to be placed together, there may be some 
exceptions. Occasionally, for instance, the relationship between the 
children is such that one or more can thrive better apart from each 
other and in different kinds of homes. Similarly, each of twin infants, 
if still too young to have formed a “twinning” relationship, may have a 
more advantageous life opportunity from placement with “his own” 
set of adoptive parents. 
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Should the child he told that he is adopted? At what age and how is 
it best to tell him? 

Adoption experts are agreed that the child should be told of his 
adoption by his parents. Although many adoptive mothers and fathers 
find this difficult, fearing to harm the child and their relationship with 
him, experience shows that the psychic risks are far greater from at- 
tempted secrecy. Young children are fortified to absorb from their 
parents many “facts of life," including adoption, when they feel safe 
in the sureness of their parents’ love and closeness. On the other hand, 
the shock of learning about his adoption from others, or by coin- 
cidence, as is almost bound to happen at some point, can have serious 
emotional reverberations for a child; his confidence in his parents may 
be shaken by feeling deceived, and the adoption is likely to be experi- 
enced not as an act of love but as a disaster— otherwise why would they 
have had to conceal it? 

Furthermore, at a subtler level, the young child’s partial overhearing 
of mysterious allusions, and his sensing of parental lies, half-truths, and 
evasions may incur confusion, suspicion, and anxiety for which he 
needs his parents’ help; instead, he feels cut oft from them by a con- 
spiracy of silence. 

For many parents, the explanation of adoption is complicated, not 
only by their desire to protect the child’s feelings, but their own as 
well. Much of the discomfort and fear they may experience is closely 
related to whatever underlying doubts they feel about adoption itself 
and their own adequacy as parents. To explain adoption to a child 
means acknowledging one’s inability to give birth to him. This may 
be profoundly threatening for those who could not face and resolve 
painful conflicts in this area sufficiently, prior to adoption. Sometimes 
the basis of their strong opposition to telling remains unconscious, and 
is displaced by overprotecting the child. 

Of course there is realistic need to protect the child’s sense of 
security as much as possible by the manner and timing of informing 
him. It is generally considered advisable to begin telling the child 
about his adoption as early as he starts to understand language. “Tell- 
ing" in this sense is a gradual process of communication over a period 
of time, not a single event. What is told can thus be geared to tlie 
growing child’s emotional level and stage of comprehension. 

The child’s normal interests and curiosities at various phases of his 
development, and the questions children typically ask at such times (as 
to where babies come from, for instance), will provide parents with an 
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opportunity to refer to the circumstances of his own birth and his 
advent into the family. 

When parents feel comfortable and sure enough of themselves, they 
do not need to overdo or underdo on this score. They neither force 
the topic on the child, inopportunely, nor discourage his further ques- 
tions by closing the issue after it has been ‘'dealt with once and for all.** 

Agencies avoid suggesting any single set formula for how best to 
tell the child that he is adopted. They realize that the particular word- 
ing is far less important than the feelings and attitudes behind it, 
which somehow always come through. The agency helps primarily in 
the crucial preplaccment tasks of coming to terms w'ith infertility and 
adoption, but sometimes later as well when these problems arc prone 
to Hare up again to some extent as the time of telling approaches. 

Ill addition, the agency workers offer certain overall guidelines about 
the telling. For instance, psychological drawbacks of “the chosen baby** 
story are pointed out. If the baby was cliosen from among the others, 
what does he think happened to the “others**? Had he been rejected by 
other pait iii.^ who chose someone else instead? Might he be “unchosen** 
at any time? Above all, the story is untrue. The couple wanted a baby 
and “chose** how to find him through the agency; they did not shop 
around choosing from among many children on display. Workers also 
help prepare coitples for meeting the cLild*s questions about his natural 
parents and why they let him go. In general, once again, the truth 
seems the best protection against emotional hurt: his natural parents 
were unable to raise him, for practical reasons; out of their concern 
for him they asked the agency to select parents for him. As stressed 
above, telling is a gradual process, iviih more pic- es added on to the 
same basic explanation in accordance with the chiid*s level of develop- 
ment and focus of interest. 

Recently, a few child psychiatrists and child analysts have recom- 
mended that the telling of adoption be postponed until the child has 
reached early elementary school age. This opinion is based on experi- 
ence in treating some emotionally disturbed adoptive children, as well 
as on theory of pcrsonalily development. Other child psychologists, psy- 
chiatrists, and analysts, however, whose adoption experience includes 
the more numerous well-adjusted families as well, e\ 'diiate these case 
reports somewhat differently. When young children are emotionally 
maladjusted, due to some primary cause such as extremely rejecting 
adoptive parents, the telling of adoption may well intensify their mal- 
adjustment. Although a policy of postponed telling of adoption could 
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not prevent the basic problems of this minority of troubled children, in 
their opinion, it could be detrimental to the majority of adoptive 
families. 

For these the possible theoretical gains from delayed telling must be 
weighed against the harmful consequences. Thus, perhaps it might be 
advantageous if the child’s sense of identity could establish a solid 
headstart before he is told of his adoption. But preponderant expert 
opinion considers this more than offset by damaging effects. The child’s 
faith in his parents’ reliability is a precious resource for his healthy 
personality maturation. Postponed telling of adoption jeopardizes that 
faith. If he chances to find out about it by himself, his confidence cer- 
tainly suffers. Even if he doesn’t, his parents’ fear that he might pro- 
duces tension. Meanwhile, he naturally turns to them for amwers to 
important questions and they feel forced to lie to him. This intensifies 
the parents’ own tension which the child senses with disquiet; it sets 
up a barrier between parents and child and builds up to his ultimate 
disillusionment and confusion. For example, if he asks why Mrs. So- 
and-So looks so big, his mother may use the occasion to explain about 
babies. But to the next likely question, "Did I grow in your tummy 
too like that?” she must tell a falsehood, and reverse herself later. It 
would seem preferable to simplify the truth to fit the young child’s age 
level rather than to distort it. 

Of course, special stresses for parents and children are entailed in 
adoption, and should not be glossed over. It is more complicated for 
children to unify a sense of self from double parentage: the facts of 
adoption do lend themselves to certain troubling child reactions, such 
as self-blame for being “unwanted” by natural mothers, or a sense of 
apartness from other children. In telling about adoption, parents do 
worry that the child may no longer love them as fully, or even reject 
them in favor of his image of his natural parents. 

However, a sense of perspective about adoption permits these prob- 
lems to fall into place in relation to the central reality. Adoption is an 
affirmative human experience, a giving, not a taking away, a repair of 
mutual trauma, not a trauma itself (except for unsuitable placements). 
It is vital that all concerned keep this in view. Adoptive parents, in 
telling children about their adoption as infants, are essentially revealing 
what each has gained, not lost. These children have found parents and 
a family, they have not lost parents they never had, since iii all but the 
biological sense, the men and women who gave them life could not be 
fathers and mothers. A feeling realization by adoptive parents of this 
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factually warranted emphasis, and conveying it to the children in their 
telling, can give more basic reassurance than any set speech. 

Should neighbors, relatives, friends, etc*, be told that the child is 
adopted? 

Quite apart from other considerations, for obvious reasons it would 
be difficult for adoptive parents to explain the sudden arrival of a 
child “out of the blue,” so to speak. Therefore, extensive efforts to 
conceal the child’s origins could serve no useful purpose. Moreover, 
there is the added danger that once the child has sensed his adoptive 
parents’ desire to keep his identity a secret, he, too, will begin to feel 
that adoption is something to be ashamed of. 

Changing cultural attitudes toward adoption are investing it with 
positive connotations. Thus, agency selection of an adoptive couple 
may be regarded as a socially valued tribute to iheir qualities as par- 
ents. By the same token, the adopted child is no longer pictured as a 
homeless waif, at the mercy of anyone who will provide him with food 
and shelter. Rather, he, too, may be recognized as privileged in several 
ways: his parents were particularly eager to assume the responsibilities 
of parenthood, and were handpicked by an exacting agency for their 
child rearing abilities. 

For the most part, attempts are no longer made to keep adoption a 
secret. In fact, the custom of announcing the birth of a baby is extend- 
ing to adoptive parents who, often nowadays, send out announcements 
of the arrival of an adopted child. It is generally regarded as advisable 
that the fact of a child's adoption be known to those in his immediate 
environment. At the same time, however, this in 1^. urination should not 
be imparted indiscriminately, or overemphasized, lest it be vested with 
unwarranted significance. 

The adopted child will not, of course, be impervious to the problems 
and conflicts in his relationships with others that will typically arise at 
various stages of life. However, his having been adopted need not, per 
se, make him more vulnerable to such difficulties. 

The fact that an individual has been adopted may, at times, be 
“latched onto,’’ as a screen for various unacceptable feelings that arise 
in the complex area of human relationships. Children or adults who 
were adopted share the general range of human failings. Clearly, how- 
ever, they should be judged on their own merits as human beings, 
rather than on the basis of life circumstances that were beyond their 
control. 
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Where can adoptive parents go to obtain a child! How much tvUl this 

cost? 

One of the most distinctive characteristics of adoption, as com- 
pared to foster care services, is its permanence. The dynamic feature 
of permanence may affect the mental health outcome of adoption in 
opposite ways, depending pivotally on whether the original place- 
ment was sound or unsound, psychologically. Clearly, the permanent 
locking together of lives adds to an unhealthy parent-child relationship 
and contributes to maladjusted personality development of the child, as 
well as long-term misery for the whole family. On the other hand, this 
same factor of |>ermanence is a sine qua non for the specific kind of 
security and continuity that are such potent ingredients for fulfilling 
the happiness and mental health potentialities of successful adoption. 
Accordingly, it is of utmost importance that those considering adoption 
turn to authorized agencies which, statistics show, offer much greater 
protection against unsuitable placements. 

Inquiries as to existent agencies in any particular community or 
area may be directed to the State Department of Public Welfare 
through its Child Welfare Division, since this department in most 
states has responsibility for the licensing, standard setting, and super- 
vision of adoption services by public and voluntary agencies. 

Practices vary among agencies with respect to charging of tees for 
services to adoptive applicants. Ability to pay a fee is definitely not 
regarded as a proper criterion of applicant acceptability and should in 
no way affect the choice of 'the most suitable home for each child, A 
good many agencies never charge any fee. Others have a sliding scale 
based on ability to pay in relation to income, or have a set fee with 
provision for reducing or waiving it when indicated. For couples who 
can afford it, the payment of a fee enables them to share responsibility 
for the cost of the agency service and is often welcomed as a kind of 
equivalent for the medical and hospital expenses of natural childbear- 
ing. All agencies are nonprofit, however, and their expenses far exceed 
whatever may be collected as fees. Independent adoptions, however, 
may involve heavy expenses; of course, the sky is the limit for black 
market baby “sales.” Furthermore, the many desirable advances in the 
application of mental health principles in adoptive practice entail in- 
creased budgets for adoption agencies (for larger and better trained 
staffs) to which adoptive applicants can contribute, wlien feasible, 
through fees based on costs. On the other hand, a few agencies on rare 
occasions, have even initially subsidized especially auspicious adoptive 
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homes for hard-to-place children, when the parents otherwise would 
have had to postpone adoption until they could afford another de- 
pendent. 

On the whole have adoptive placements been sticcessftUf 

To date there have been too few thorough and extensive follow- 
up studies of this important issue although several promising research 
investigations are currently underway or being planned. Follow-ups 
have been relatively limited and sporadic in the past, partly because of 
the general secrecy surrounding adoption. Agencies hesitated to intrude 
themselves into the lives of adoptive families lest this reminder of adop- 
tion interfere with the family’s effort to forget its origins and move 
along in life like “regular” families. Nowadays, with wider public 
acceptance of adoption there is less connotation of shame and hence 
less need to deny and hide the fact of adoption. Furthermore, the good 
relationships established between agency and adopting couples during 
the adoptive process provide a foundation for future contacts; many 
adoptivr paients accept follow-up inquiries as a sensible way to advance 
the level of knowledge and thus help others like themselves. Accord- 
ingly, conditions now arc more propitious for conducting needed wide- 
scale research, T.ong-term follow-ups entailing periodic evaluations are 
important, since certain problems seen at one stage of a child’s develop- 
ment may be subsequently resolved, whereas in other instances serious 
difriculties may only arise or become apparent at later phases. 

Nevertheless a good deal of infonnation about adoptive outcomes 
does exist already, obtained by a variety of methods. There is consider- 
able evidence, for example, that agency placement- have a much higher 
success rate than independent adoptions. Catheriiie S. Amatruda and 
Joseph V. Baldwin reported on this in the Journal of Pediatrics, 1951. 
Similar results were found in a larger and still unpublished study that 
was carried out in Florida. Reports about adoptive results, therefore, 
that fail to distinguish between these two forms of placement are mis- 
leading. Reports from guidance clinics, agencies, and physicians about 
disturbed adoptive children cannot measure adoptive outcome in gen- 
eral since these sources have but a one-sided view. They do not see the 
many well-adjusted adoptive families as well, and thus lack access to 
the total picture. Furthermore, there are no reliable figures as yet, 
though some have been ventured, for comparing the rates of emotional 
maladjustment for nonadoptive and adoptive children. On the other 
hand, individual case studies of emotionally disturbed adoptive chil- 



108 Adoption 


dren, whose disorder may or may not be causally related to adoption 
per se, are of utmost value in furnishing clues for the continuous im* 
provement of adoptive agency procedures. Many such cases, for instance, 
have shown the need for better psychological screening and counseling 
of adoptive parents, and have deepened our understanding of those 
parental attributes that favor or obstruct successful adoption. 

Some agencies provide discussion groups for adoptive parents several 
yean after legal adoption. Although primarily a service, this contact 
fulfills a follow-up function as well, enabling the agency to check its 
predictions against the actual life performance of the adoptive families. 
Similarly, adoptive parents and children can turn to the agency when- 
ever the need arises; not infrequently this occurs during the young- 
ster’s adolescence. Again these occasions of helping are also opportuni- 
ties for follow-up and a chance for the experts to keep learning more 
about what helps or hinders adoption from those who are actually 
experiencing it. 

In general, a very encouraging overall picture of adoptive success 
from agency placements emerges from piecing together reported re- 
sults of the many small-scale and partial follow-ups available, some of 
which focus on one or another special aspect, such as preadoptive as 
well as postadoptive intelligence test levels of the children. In one novel 
study that is underway, adults who had been adopted as children are 
describing what adoption meant to them. 

And finally, for those in a professional position to realize the misery 
that would otherwise prevail, there is poignant and convincing evi- 
dence, day after day, of “successful” adoption; success in surmounting 
emptiness, terror, and crippling deprivation for three sets of lives; suc- 
cess in meeting human needs and in fulfilling human potentialities. 
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What is adulthood? 

Adulthood is the period of full maturity. Beginning in the late 
twenties or early thirties, it shades into middle age in the fifties. The 
mature adult has more than a superficial understanding of himself and 
of marriage, parenthood, job or career, social and personal responsibil- 
ity. He has insight, e.g., his conscious life and unconscious life are rela- 
tively harmonious. This insight underlies his stability and good judg- 
ment, which are basic qualities of maturity, i’he adult’s patterns of 
feeling and behavior are integrated, allowing purposive behavior for 
good toward good goals. The challenges of adulthood are the 

critical challenges of life and it is the adult’s responsibility to accept and 
to work with them. Adulthood is the time of guardianship, of providing 
for the present and the future, for family, for the community, and for 
oneself. 

How many aduUs are there in the United States? How many women? 

How many men? 

In 1960 there were approximately 47 million people in this coun- 
try between the ages of thirty and forty-nine. these, a little more 
than 23 million were men and just under 24 million were women, a 
difference of not quite one million. 

Do these rates differ from those in other countries? Why? 

With a few exceptions there are more women than men in most 
Western countries, but the proportion of difference varies almost from 
country to country. Presumably these statistical differences are the re- 
sults of the varying effects of World Wars I and II on male populations 
in these countries. 

Are these rates changing? If so, why? 

Present population trends indicate a relative increase in women 
over men in most countries. This is said to be a direct reflection of the 
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dramatic decline in female mortality rates in most Western countries. 
In addition, this age group reflects most directly the number of male 
deaths in wars since 1920. 

How mwh influence do the experiences of the early years have on 
the adult? 

As has been pointed out in the article, Voting Adulthood, the ear- 
lier years greatly influence all succeeding stages of development. If a 
child is reared in a nutrient emotional atmosphere in which he is sup- 
ported by love, security, and trust, it is likely that the adult will be a 
healthy and mature person. Many early influences are disguised or cam- 
ouflaged by so-called ego defenses that develop as protective mechanisms 
in response to troublesome or painful emotional experiences early in 
life. When the adult is subjected to undue stress these defenses break 
down, as for example, in mental illness or even in anxiety and tension 
states. Under these conditions components of the personality structure 
emerge and some of the early influences are thus revealed. But when 
growth and development proceed in usual fashion, the effects of early 
experiences are covered over even though, in large measure, they deter- 
mine the nature of the adult personality. A healthy early life permits 
the adult to be *'the poet of his own emotions,*' as a wise man has said. 

What are the typical attitudes of the individual approaching adult- 
hood? 

There are surely no attkudes that are entirely typical of the adult 
population. The following points of view, however, are somewhat wide- 
spread: 

Most adults are concerned about fulfilling ambitions. They expect 
a reasonable degree of happiness and satisfaction in the Jiome, the 
family, and the job, and they expect to work for it. 

The healthy adult recognizes the necessity of being in control of 
himself if he is to arrive at any degree of personal fullillment. Eman- 
cipated from the confining ties of his dependent years, he senses a 
freedom in his life that is more profound than either the rebellion of 
adolescence or the independence of early adulthood. At last, perhaps, 
he understands the distinction between freedom and license. For even 
the freedom of adulthood is circumscribed by serious and enduring re- 
sponsibilities to family, to society, and to oneself. If the adult is to en- 
joy the sanctions of maturity and employ them usefully, he must exer- 
cise control over his instinctual impulses. Such control is in a very real 
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sense the sine qua non of true independence. Self-discipline, thought- 
fulness, and moderation, therefore, have special significance for the 
adult if for no other reason than for what might be called enlightened 
self-interest. 

Some individuals take a “now or never*' attitude, especially as far as 
work and money are concerned, feeling that success in these areas dur- 
ing adulthood is the main chance for success in later years. But the tra- 
ditional materialism of our society is giving way, to some extent at 
least, to concern about moral values. What is good or useful or respon- 
sible to do or to be are common questions for today's adult. He ex- 
presses concern for what has other than mere money value. The great 
religious revival of the twentieth century, the renaissance of interest in 
art, literature, and music are some examples of this. Perhaps the con- 
trast between the high standard of living at home and the destitution in 
two-thirds of the rest of the world is stark enough to have stimulated 
concern about fundamental values among the better educated and 
socially aware adult population. 

In a very basic sense the adult looks upon his time of life as one of 
industry. He has an activist point of view in business and in community 
activities and in his general approach to social and political problems. 

What are the special challenges a td stresses of adulthood? 

The challenge of adulthood is in a word the challenge of giving. 
This is the heart of making a successful marriage; providing an ade- 
quate and comfortable home environment; rearing children; achieving 
satisfaction in the present; and making provision for the future. 

Adults must be able to sustain themselves anti athers in many situa- 
tions, sometimes in crises in which they have a lonely responsibility. 
When a member of the family is gravely ill or when there is serious 
economic reversal, for example, adults are looked to for aid and com- 
fort. In recent years, providing for older folks has become almost as 
universal a challenge as providing for children. Increased longevity has 
meant adults are having to deal with the complicated problems of more 
and more older and older people. 

Quite possibly, the typical challenge for adults in our time is con- 
formity without loss of individuality. It is necessary to preserve a cer- 
tain sense of being oneself while finding a suitable role in society. The 
leveling and depersonalizing trends in our society add to the complica- 
tions of this challenge. Individuation as a basic way of life is either 
disappearing or perhaps is more difficult to achieve and to sustain. 
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Housing, clothes, reading, entertainment, and esfiecially education have 
become remarkably uniform throughout our society and are becoming 
more so. Statutory institutionalization and generalization of human 
needs has made individuality a cause rather than a characteristic. 

The adult faces a constant challenge to his sense of balance, propor- 
tion, and relevance in a world in which values are inconsistent and 
confusing. Relatively few people are fortunate enough to be “doing 
good’’ and earning a living at the same time. Selflessness and idealism do 
not often occur in happy combination with the ordinary sort of work 
that produces modest rewards, nor even with work that produces un- 
usual rewards. Often the means required to achieve such rewards are 
not consistent with “doing good’’ and are explained away in terms of 
the good such rewards make possible. To deal realistically with value 
conflicts such as this is a challenge that calls for solid value judgments 
or else a healthy indifference to social pressures toward “success.” It is 
no mean task to live in a social setting whose values are so paradoxical, 
yet die adult must learn to do so with a minimum of frustration, and 
he must work toward desired goals without seriously compromising his 
own code of ethics or system of values. 

Sustaining the marital relationship over many years requires giving 
of a special and perhaps unaccustomed sort. It requires a mutuality by 
means of which the relationship as well as the husband and wife may 
grow. It is important for the father and mother to keep pace wth each 
other in paying attention to the home and family, as well as in develop- 
ing invigorating interests outside the home. For the husband this means 
keeping his job or career in focus so that he has time, energy, and above 
all, feeling left for his wife and children. Men need to make prepara- 
tion now for later years, aiming at a smooth transition to useful voca- 
tional or avocational activity in middle age and beyond. Women need 
to expand their world beyond the limits of household chores and cares. 
Adult education courses, habitual reading, volunteer ho.spital work, 
hobbies, even if only on a limited basis, can refresh her emotionally 
and intellectually. These are impKirtant as against the time when she 
is no longer on duty twenty-four hours a day. They are especially im- 
portant during the years when children must be her preempting con- 
cern, but not necessarily her exclusive preoccupation. Those years are 
relatively few and pass quickly. To some extent, vicarious living out of 
children’s experiences is healthy. But more is needed. Mother needs an 
opportunity for personal satisfaction, for expressing her individuality. 
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She must avoid oversolicitude of her children, just as when they become 
adults, she should avoid overdependence on them. Under this condi- 
tion she becomes an unpleasant and unwelcome burden on her chil- 
dren, losing their respect as well as her self-respect in middle age, when 
she can least afford to do either. Both parents should be growth-induc- 
ing models for their children, and should rear their children to learn 
gradually to do without them. Home should be the place from which 
children can depart healthily. 

The monotony of routine is a real difficulty for adults, and possibly 
becomes more so as the world outside the immediate environs of home 
and job becomes more and more accessible. Many adults develop a 
sense of the immutability of the tasks of earning a living and running 
the home. This situation challenges both the adult man and woman to 
develop genuine interest in work or what it provides, and to find satis- 
faction in the fascinating process of children’s growth and develop- 
ment. Yet it is a further challenge to recognize the limits of satisfactions 
in these .activities and to turn to stimulating interests outside of job 
and home. These can mitigate, to some extent at least, the tedium of 
endlessly repeated ordinary tasks which in and of themselves offer no 
special challenge and which arc soon exhausted of their potential for 
generating and sustaining motivation. 

The marital relationship may be challenged by unanticipated and 
quite impulsive emotional attachments to third parties. This can hap- 
pen for men and for women. Such transitory involvements can occur 
to almost anyone at almost anytime without malice or forethought, and 
despite a marital relationship that appears to be quite satisfactory. The 
decade of the forties seems to be an especially vulnerable time in this 
respect. Understanding and support can play a critical role here in pre- 
serving a relationship that has, after all, lasted for a good while, and 
given an opportunity, will undoubtedly go on for many years. The 
people involved in such impulsive interludes should guard against 
overreaction. Patience, good humor, honest expression of feeling, and 
above all, full and open communication will almost surely reestablish 
the strength of the marital relationship. 

Advancing years bring rigidity in attitudes and behavior. It is a 
challenge for the adult to remain receptive to new ideas, accepting of 
differences, and flexible in reaction and behavior. Indeed, the daily 
existence of every adult brings such a variety of problems and chal- 
lenges that flexibility becomes a prime requirement. 
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Are these challenges and stresses different today from those in the 
past? Are they in the process of change? Why? 

The challenge is probably not different in kind, but almost cer- 
tainly it is different in degree. There is a generalized high pressure 
quality to modem life. In part this results from an obsession with tech- 
nology, excessive competition, and “success"’ orientation. In part it re- 
sults from the tensions of an upset world in which rapid changes and 
abrupt transitions at all levels and areas of society are commonplaces. 
Singly and in combination these factors make for what must be an es- 
pecially challenging and stressful existence compared to almost any past 
era. Adults must meet and deal with these social changes, not as his- 
torical phenomena, but in the ordinary work of everyday routine. 

The social and psychological pressures that have shaken the home 
and family life have created more problems for adults and intensified 
the old ones. Whereas in an earlier time— the turn of the century for 
marked contrast— the home was a central authoritarian force for growth 
and stability, in too many instances today it is a flaccid and somewhat 
undefined influence. Children may often depend upon parents until 
well into their twenties. This extended period of dependence is in it- 
self a new phenomenon. It has emphasized the usual difficulty for par- 
ents to maintain an appropriate influence over their adolescent and 
young adult offspring without interfering unduly in their lives. Pro- 
tracted dependence also exaggerates a complicated task parents have al- 
ways had, that of playing various roles as their children grdW and 
develop. 

The challenge of preserving individuality has become increasingly 
difficult in the face of population pressures and the resulting institu- 
tions, mechanisms, and devices for dealing with people en masse. Main- 
taining a sense of one’s own worth is made even more troublesome by 
the compromises adults feel called upon to make in order to achieve 
higher and higher standards of living in a society where overcompeti- 
tiveness is characteristic. 

As models for the younger generation, adults have a profound chal- 
lenge in the area of values. The world around us is unstable and in 
some critical respects, unpredictable. As always the younger generation 
gains support and achieves maturity in large measure by emulating 
adults. Probably there have been few times in history before this, when 
a need for a solid philosophy of life and for composure in the face of a 
stressful and uncertain existence has been more acute. Thus it is an 
especially poignant task that adults have in representing a prototype of 
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point of view and of behavior with which young people can healthily 
identify themselves. 

The problem of leisure time is a new and pressing challenge for ab 
most every adult. It is a somewhat paradoxical one. For it is possible to 
work very hard, and longer than the standard eight-hour workday of the 
recent past, thereby achieving a great deal more particularly in financial 
terms. It is also possible to maintain a usual standard of living by work- 
ing fewer hours per week. This raises the problem of what to do with 
the time one does not spend at work. It requires serious thought and 
planning, and a vast educational program in order that adults may be 
taught the constructive uses o[ free time. It is perhaps more important 
that they should be educated to attitudes that are appropriate in a life 
that requires fewer and fewer hours of work in order to provide the 
essentials of existence. 

How are these challenges and stresses ustudly met by the adult? 

The problems adults face are variable and individual, and arc 
therefore not susceptible to easy or pat remedies. Solutions to prob- 
lems are derived from general personality assets and situational re- 
sources and their limitations. 

Most adults in our society are realists in their work and family rela- 
tionships, idealistic in their philosophy, and cx:casionally impulsive in 
their social behavior. But they are ptagmatists in their approach to 
problems. They meet most challenges by taking action. The mature 
adult is decisive. This means that after some thought and planning, 
he defines his jjroblems and assesses their risks. I'hen he acts. The abil- 
ity to make decisions, the exercise of good judgment toward attaining 
reasonable solutions to problems is highly valued. A common point of 
view is that a decision is in and of ilself important. Even though at 
times the immediate ccjst may be great, indecision and procrastination 
exact a heavier toll. “Think it out and work it through” could well be 
an appropriate slogan. Adults accept responsibility for their decisions, 
recognizing that few decisions have irrevocable consequences. Changes 
of mind are often desirable and sometimes necessary. Again the matter 
of good judgment is relevant in minimizing vacillation as well as rigid- 
ity, indecision as well as stubbornness. 

In spite of all tliat has been written and said about our overemphasis 
on money, many adults still think that if they had enough money most 
of their problems would be solved. Of course money does solve some 
problems and is a great aid in others; but parents are too often deluded 
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into using money as a solution to problems arising within family rela- 
tionships that really require something very different: emotional ma- 
turity. Bribing children with gifts often substitutes, but poorly, for 
disciplining them and loving them appropriately. Many fathers excuse 
their frequent and extended absences from home “on account of busi- 
ness” as being necessary for adequate family support. In parent-child 
relationships material welfare, however generously provided, is not 
sufficient, and if unduly stressed may be deleterious to the family’s emo- 
tional security. Father’s presence should be more important and more 
constructive than father’s money. But it isn’t just a matter of spending 
time with children. Adequate emotional support depends upon the 
quality and value of the experience parents create for their children 
rather than merely the amount of time they are together. In tlie long 
run, adequate emotional support is more difficult to provide than ma- 
terial well-being, but is more valued by children. 

What are the essential characteristics of this period? 

Responsibility is the essential characteristic of adulthood; i.e., re- 
sponsibility augmented by good judgment and adequate insight. The 
tentative commitments of early adulthood in social and emotional re- 
lationships and in careers are now organized into more or less regular 
patterns of action. These make for stabilization and dependability. 
Adults have the responsibility for protecting, nourishing, and educating 
the family; they are the hard core of the economic, social, and political 
life of society. The emotional satisfactions of parenthood, as well as the 
dissatisfactions and disappointments, are characteristic during this time 
of life. 

Father’s motivation is to succeed in his work and to improve his 
family’s lot. He is responsive to family needs and desires and encour- 
aged by their respect for his efforts. Similarly, mother derives support 
from the emotional atmosphere in the home and from her day to day 
relationships with her children. Both mother and father share an in- 
creasing depth of understanding in their relationship with each other. 
They become increasingly interdependent, from which each gains 
added individual strength. 

The period is characterized by a sense of security which is the fore- 
runner of an even deeper serenity of later years. Fulfillment of male 
and female roles comes with marriage and parenthood especially. 
Compromise and flexibility rather than rigidity and inconsistency 
should basically characterize the adult. 
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How do these characteristics differ in certain economic grottpit Inr 

telligence groups? Religious groups? Urban vs, rural groups? 

Economic pressures can deflect too much thought, attention, and 
feeling from family life, unduly hampering expressive and flexible 
interpersonal relationships within it. Financial difficulties may make 
critical trouble between husband and wife at any socioeconomic level, 
perhaps especially so in families with very low incomes. But this is also 
a danger in middle-class suburban families for whom social status is 
determined by a particular standard of living. Excessive concern about 
special styles of dress, models of automobiles, membership in clubs, 
etc., distinguish such groups. In recent times, the blandishments of an 
affluent society have put difficult pressures on families in the middle 
classes. This is especially true in those families in which ambition for 
social and economic improvement is not kept within reasonable bounds 
by the maturity of the parents. Emotionally mature parents, even at 
low socioeconomic levels, can structure family life so that financial 
burdens become a catalyst for mutual understanding and support. 
Religion or any honest ethical conviction that encourages respect for 
family relationships gives special stability to family life. But parents 
who place undue emphasis on what used to be called “the sanctity of 
the home,” do not thereby guarantee a good family life. Rather, par- 
ents who define and explain basic ethical concepts and then encourage 
reasonable flexibility in values and standards are often able to lead 
their children into a healthy balance of dependent and independent 
behavior, without, on the one hand, uncomfortably straining family 
ties, or on the other, inliibiting individuality. 

In families with above average intellectual capacity there may be 
profound understanding of the forces at work in f.miily relationships. 
More important than this, however, is the presence of emotional rap- 
port among father, mother, and the children. This may occur at any 
intellectual, social, or economic level. When it does, there are usually 
realistic expectations within the family, combined with an active sense 
of mutual responsibility and a lively give-and-take in daily living. 
Oppositely, families of high intellectual capacity may use their intelli- 
gence to limit spontaneous expression of feelings. This results in a 
cool emotional atmosphere in which formalism replaces spontaneity, 
and immaturity, insecurity, and defetvsiveness may be characteristic. 

There arc probably very few significant differences in these charac- 
teristics in urban versus rural groups. By and large, society is so mobile, 
and communications are so effective that social life does not vary in 
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fundamental ways from city to rural areas any more in the United 
States. Such differences as exist are probably oriented around religious 
affiliation and family occupation, particularly in areas where agricul- 
ture, mining, and textile manufacturing or other regionally determined 
industry is the predominant source of income and where, therefore, 
the entire family may be involved in producing the family income. 
Stringent family obligations of a kind that used to differentiate country 
life from city life have all but faded from the scene. Young people arc 
turning more and more to the educational and career opportunities of 
urban centers and adults do not need to spend nearly as much time or 
energy in earning a living as they once did. Thus, the economic and 
social pressures, even the religious ones in many instances, that once 
made the family unit so cohesive, especially in rural areas, have greatly 
diminished. Indeed, the problem of leisure time for adults, even at the 
peak of their responsibilities and obligations and at the height of their 
earning power, is becoming a characteristic problem at all levels of 
society. 

What ate the reasons for the differences in attitude between the male 

and the female adult? 

There are undoubtedly innumerable reasons that would account 
for differences in attitude between male and female adults. The social 
and economic realms seem to be fertile sources for some of these dif- 
ferences. Adult men and women are surrounded by persuasive evidence 
that sufficient effort will be rewarded by a high standard of living for 
the family and advantageous opportunities for children, especially in 
education. But the question of what is to be valued and what values 
are to be transmitted to the children may be the real source of differ- 
ence of attitude between mother and father. This is especially true in 
families where father is preoccupied with earning a living at the cost 
of spending insufficient time with his wife and children, while mother 
finds the routine of running the home and carrying out the endlessly 
repetitious tasks, which are necessary to family life, increasingly tedi- 
ous. Yet the more successful father is in business, the more possible it 
becomes economically, at least, to free mother from these chores, and 
the more time mother has to spend in the world outside her home. As 
a result, mother and father are too often going in separate directions, 
making different value judgments and holding out conflicting goals for 
their children. 

Contrary to past experience, the virtue ot money and economic 
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Stability are values children now seem to learn from mother whereas 
the virtues of education, the arts, and a liberal point of view may well 
be inculcated by father. 

Another source of difference may arise from the fact that father 
must recognize that in liberating mother from the drudgery of house- 
hold routine, he makes it possible for her to develop her own outside 
interests. Some of these may augment father’s interests while others 
may conflict with them. This freedom and broadened experience makes 
mother more capable of influencing children’s lives beyond the home in 
ways that were once almost entirely father’s prerogative. Father will, 
therefore, need to develop quite flexible attitudes and a profound sense 
of security so that he can understand and accept this changed role of 
women, rather tJian be unduly threatened by it. Indeed, fathers should 
find comfort and support in the fact that mothers can play such a 
broadened role in their children's lives, for this means a richer life 
for everyone in the family, including father. 

Other sources of difference may be seen in the very active role women 
now play in political life, in the economy, and in society generally. 
Women now may be, and often are, as individualistic and aggressive 
in their ideas, in their affiliations, and in their activities as they were 
once thought to be quiet, passive, and uninterested. 

What intellectual, social, or emotional changes usually take place 

during adulthood? 

The classic change that occurs during adultliood is the replace- 
ment of the liberalism, permissiveness, the anti-authoritarianism of 
youth by conservatism, regulation, and concern for authority. “Who is 
not radical when he is young lacks heart; wlio is not conservative when 
old lacks head.” However, this change from radicalism to conservatism 
is no longer as clear as it once appeared to be. Widespread education, 
ease of social mobility generally, and exposure to all the information 
and experiences that modern technology makes possible, have en- 
couraged many adults to sustain their youthful sense of adventure and 
to indulge their curiosity in the novel and the untried, postponing for 
at least another decade the time when they will “settle down” in any- 
thing like the old-fashioned, somewhat limiting ways. Indeed, it is a 
phenomenon of our times that a reversal of the classic pattern is al- 
most the case. Namely, there is a growing conservatism among youth 
and a stronghold of liberalism in the adult population. Among other 
reasons for this is the security provided by the high standard of living 
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we now enjoy. This has freed many adults from the heretofore confin- 
ing necessities of earning a living at the level of mere existence, while 
adolescents and young adults have yet to arrive at such ailluence and, in 
face of all the social and psychological pressures toward success, feel 
they can ill afford to take the risks they once accepted almost without 
pause. 

Nevertheless, it is still true in general that the sense of commitment, 
obligation, and responsibility that comes with adulthood, together with 
the impetus and opportunity to produce and to earn, persuades most 
adults to place a high, perhaps excessive, value on material security as 
well as the achievement of a respectable place in the community. The 
status quo becomes important whereas in earlier years it was a target 
of attack. New ideas and new experiences are tvelcomed a bit less readily 
than they once were. There is a gradual "settling in" process and a 
parallel diminishing in risk-taking. Flexibility and the capacity to ac- 
cept change, even to welcome it and to make appropriate compromises, 
give way to clinging to the familiar, to resentment of change, and need- 
less rigidity. 

How much influence do the experiences of the adult have on the rest 

of his life? 

The kind and quality of emotional investment one makes during 
these years determines in large measure the degree to which one inoves 
comfortably and securely into the less active period of his middle age. 
It is perfectly clear, for example, that if one were able to make sound 
financial investments during adult life, one would be able to provide 
a comfortable situation for later years. Most people can understand this 
and many try to do something about it in terms of insurance, savings, 
or pension funds of one kind or another. The same is true in the emo- 
tional realm. Sound investments of time and thought, effort and feeling 
in family and friends, in social activities and institutions during adult- 
hood, can make a critical difference to mental health in later years. An 
emotionally satisfying life in adulthood makes for considerable easing 
of needs later on, with less dependence on others and less anxiety about 
the inevitable separations and insecurities that come with advancing 
years. This is especially important for women who will need various 
compensations when children move away from the home and mother, 
toward their own independent lives. Mother must be prepared tx) find 
satisfying and useful things to do with the time and energies she once 
lavished so freely on household chores and her children. In other words. 
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it is important for adults to plan for their retirement while the many 
resources and opportunities of their adult lives are available, in order 
that retirement does not mean resignation. 

To whom can the adult turn for guidance and help in his own en- 
vironment? 

It is unfortunately still true that many adults consider it a sign 
of weakness to ask for help with personal problems and an undesirable 
stigma to accept it. Yet anyone may be in need of such help at some 
time or other in his life. Help may be especially efficacious in adulthood 
when responsibilities often are in conflict and become burdensome. To 
recognize the limitations of one’s capacities, to deal with problems, and 
to seek appropriate help when those limits are exceeded is a mark of 
maturity, a sign of strength not of weakness, of health not of sickness. 
Thus members of the family, close friends, professional or business 
colleagues, clergymen, or family physicians arc all appropriate people 
from whom to seek guidance, provided one has a sense of trust in these 
relationships. In circumstances of profound trouble, professional help 
should be sought from psychiatrists, psychologists, social workers, or 
other persons qualified by training and experience to help with such 
difficulties. 

What are the agencies or institutions in the community that are spe- 
cifically concerned with the problems of the adult? What is their 
function? 

These vary from community to community. In very sparsely popu- 
lated rural communities psychiatric facilities are still difficult to come 
by. There arc only about 1400 psychiatric clinics in the entire United 
States. Half of these give only part-time service and half are located in 
the northeastern part of the nation, close-by only one-fourth of the 
population. The best estimates suggest that there should be one clinic 
for every 50,000 people or .S600 fidl-timc clinics in this country. In 
other words, we are short by about 2200 clinics of any kind and the 
discrepancy is even greater if one counts only the full-time clinics pres- 
ently in operation. The National Committee Against Mental Illness, In- 
corporated, estimates that we lack 80 per cent of the full-time clinics we 
need. Even under such limiting conditions most communities have 
available to them, however remote and minimal, some professional 
service for at least tlie most serious mental illnesses. Such facilities in- 
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dude private psychiatric consultation, psychiatric clinics in private 
and public institutions, traveling psychiatric clinics sponsored by state 
and other mental health groups, and private and public psychiatric 
hospitals. In addition, there is a variety of specialized clinics, none of 
them numerous, under the jurisdiction or sponsorship of educational, 
religious, fraternal, and government organizations. Among the latter 
is the National Institute of Mental Health of the United States De- 
partment of Health, Education, and Welfare. This lends impetus, 
prestige, and moral support to the entire psychiatric community 
throughout the country, as well as providing financial support to a very 
large segment of it, for both research and service activities. In addi- 
tion, the National Institute of Mental Health carries on extensive re- 
search and treatment programs. Among other needs is that for com- 
bined inpatient and outpatient psychiatric programs. These provide 
hospital care for adults in acute emotional crises. As soon as feasible 
they are returned to community and family responsibilities, while main- 
tained on rehabilitation and treatment programs. Follow-up may con- 
tinue for extended periods of time if necessary. An example of this are 
the so-called halfway houses that are presently being established in 
some metropolitan communities. These provide an interim situation 
between hospital and private life while patients continue on a super- 
vised therapeutic regimen. 

There is need everywhere for more information about the emotional 
difficulties of adults and their prevention, as well as facts about main- 
tenance of mental health. The proljlems of research into mental illness 
are still formidable, though increasing attention is being paid to psy- 
chiatric research. Much of this is under the aegis of the National In- 
stitute of Mental Health, but there are many research projects in 
hospitals and universities throughout the country. The problems at a 
minimum are many and complicated and not likely to yield readily. 
They require the kind of research and industry once applied to bac- 
teriological disease. 

Many states are finding that one of the largest items on their annual 
budgets is the sum of money assigned to the care, treatment, and man- 
agement of persons with emotional disturbances. This is one measure, 
at least, of the dimension of the problem and also an indication to 
every adult of the importance of becoming aware of and interested in 
mental health problems in his own community. Because many adults 
are so concerned, there is an increasing ground swell of pressure in the 
adult population for more adequate facilities for preventive mental 



Adulthood 


123 


health measures, as well as for better care of those who have frank emo- 
tional disturbances. 

How are mental disorders treated in the adult? 

Psychotherapy, in any of its forms whether intensive or prolonged, 
as in the case of psychoanalysis, or any other “talking-out" process, has 
been very helpful to most adults, though it is perfectly clear that psy- 
chotherapeutic techniques need to be further refined and psychiatric 
skills need to be further sharpened. In addition, drug therapy, par- 
ticularly the tranquilizers, have been useful in ameliorating distressing 
symptoms such as severe tension, anxiety, or extremes of mood, and 
thus effective in helping disturbed persons become more amenable to 
psychotherapy. While not cures themselves, these drugs are often fielp- 
ful in making people more amenable to psychotherapy, which, can be 
curative. 

The most frequent emotional disturbances seen in the adult group 
are anxiety states and alterations of mood, especially depressions of 
varying degrees of severity and duration. Schizophrenia is also a com- 
mon illness among adults. Many of the four million alcoholics in this 
country arc in this age group. Undoubtedly a vast number of adults 
suffer from psychoncurotic and personality problems, though the sta- 
tistics show that only a small percentage of them require hospitaliza- 
tion. The adult population represents the greatest number of first 
hospitalizations for serious mental illness in the entire population. 
These problems are detected usually when adults arc unable to con- 
tinue carrying on their responsibilities cither at work or in the home. 
Industrial or family physicians are consulted for intense feelings of 
sadness, inability to concentrate, insomnia, apprehension, fatigue, 
strange and disturbing thoughts, and a wide variety of symptoms which 
disrupt their usual activities. The more serious problems may be de- 
tected by the bizarre, strange behavior of the person so afflicted. In 
such situations, family doctors refer the individuals for psychiatric con- 
sultation and treatment. When hospitalization is indicated the family 
physician may accomplish this himself or may call upon community 
resources to help affect hospitalization. Only the minority of adults 
with emotional disturbances arc treated as inpatients in hospitals. By far 
the majority of them are in outpatient treatment with private psychia- 
trists or in clinics. As has already been indicated, the facilities arc in- 
adequate in number and in some places inadequate in quality. It is 
clear that in recent years lively public interest and vigorous government 
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action have gone a long way toward cleaning up substandard conditions, 
especially in overcrowded state hospitals, and toward providing more 
psychiatric facilities. 

What is the rate of success of treating mental disorders in adultst 

This has been constantly improving. In particular there has been 
a significant rise in the rate of cures for inpatients in mental hospitals 
over the past half century. Hospitals such as the Massachusetts Mental 
Health Center in Boston, the Menninger Foundation Hospital in To- 
peka, Kansas, the New York Hospital (Westchester Division, White 
Plains, New York), and even many state hospitals have reported signifi- 
cant advances in the treatment of emotional conditions which afflict the 
adult population. In some instances hospitals have reported that as many 
as 80 per cent of their patients have been discharged as improved or re- 
covered within the first year. It is a little more difficult to establish the 
rate of success in treating mental disorders in adults who are treated as 
outpatients, because the statistical reporting in this area is quite in- 
adequate. But there is an extraordinary demand by the adult popula- 
tion for access to available facilities and the increasing acceptance of 
psychiatric treatment can be measured in terms of referral from edu- 
cational, industrial, and government institutions. This suggests very 
strongly that psychiatric treatment is effective and becoming more so. 
In this connection it is important to remember that the vast rn^ajority 
of adults with emotional problems suffer from transient symptomatic 
reactions that are more or less readily ameliorated. 

Are the methods of treatment likely to undergo any change in the 

near future? 

Very likely. Every first-class psychiatric institution is heavily en- 
gaged in research directed toward improving treatment methods. More 
and more physicians are specializing in psychiatry, and appropriations 
in federal and state budgets for the overall mental health needs of the 
population are increasing. In particular, funds assigned for research 
in this area, though still inadequate, are nevertheless identified as ap- 
propriate expenditures and there is a noticeable increase of govern- 
ment and privately supported effort in this area. At the present time 
less than half of the recommended percentage of individual state mental 
health budgets are being devoted to research. But here too there is in- 
creasing response to this obvious need. Research in all areas of treat- 
ment modalities is definitely on the upswing, and it is safe to say that 



Adulthood 


125 


this expanded effort will be reflected in improvements in the treatment 
of these diseases. The impact of tranquilizers on this whole field and 
the result of vast research is the most recent and most impressive ex- 
ample of this kind of change. 

Based on current studies what might be predicted about the general 

mental health of adults in the near future? 

The combination of fruitful research and widespread mental 
health education in schools, churches, industries, government, and in 
the population generally, should lead to substantial gains in the over- 
all mental health of the adult population. Mass communications media 
as integral devices in mental health programs, only recently put to 
use, should make an enormous impact in this area. At present, the ulti- 
mate effects of this can only be surmised. Individuals are becoming 
alert to the role of emotions in everyday life. They are becoming more 
knowledgeable about their own feelings and the effects of feelings upon 
day-to-day performance. Parents and teachers alike have become aware 
of emotional influences on children. There is an unmistakable ferment 
about emotional problems in this country and a clear public concern 
to take action about them. In this situation it is reasonable to expect 
that there will be significant improvements in the mental health of 
succeeding generations of adults. 



THE ADULT MALE 

by DOUGLASS W. ORR, M.D. 

Director, Seattle Psychoanalytic Training Center, Washington 

Does the adult male have special mental health problems? 

Yes. Most men are subject to stresses and strains that women and 
children generally are not. Pressures on women and children may be 
just as great, but they are different. The symptomatic results will there- 
fore differ. 

Sigmund Freud pointed out that civilization itself creates “discon- 
tents” and contributes to neurosis. The more domesticated and civi- 
lized (including urbanized) man is, the more he must regulate his primi- 
tive sexuality and aggressivity and in most cultures, the more he must 
give up the gratifications of childhood dependency. The passing of the 
patriarchal family, for example, imposes greater burdens of self-reliance 
on the smaller, individual family units. 

The social role of the male, in the American culture, is such that mas- 
culinity and even virtue are especially equated with success, notably 
professional or business success. Men particularly, therefore, are ex- 
pected to give up passivity, dependency, and even sexuality in order to 
succeed. Aggressivity may be expressed in intense competitiv?fness, but 
excesses must be curbed. As Margaret Mead pointed out in Arid Keep 
Your Powder Dry!, in America we are ambivalent about masculine ag- 
gression. Men’s goals, therefore, are hard, the risks are great, and the 
failures are numerous. Granting significant cultural and social status 
differences, it must be said that men are especially vulnerable to mental 
health problems. These problems, however, are not necessarily severe; 
they do not bring a disproportionate number of men to psychiatrists or 
to mental hospitals. Rather, they express themselves in “tension” 
symptoms, in vague physical complaints, and at times in psychosomatic 
illnesses. 

What is the nature of the adult male’s mental health problemsf 

The answer varies markedly with the observer. Men, according to 
a report of the Joint Commission on Mental Illness and Health entitled 
Americans View Their Mental Health, regard themselves as reasonably 
well-off. Men describe themselves as less worried, happier in marriage, 
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more secure as parents, and less likely to feel that they have ever had a 
“nervous breakdown” than women in describing themselves. As the 
report points out, however, men are probably less ready to admit or to 
discuss problems. 

The psychiatrist has learned to expect mental health problems at 
every developmental stage— from weaning to senility— and with every 
major adaptive effort. For the adult male, these typically include leav- 
ing the parental home, serving in the armed forces, marrying, becom- 
ing a father, getting ahead in business or other vocation, growing older, 
and retiring. Less typical arc crises of sickness, disability, unemploy- 
ment, transfer to new communities, and acute family problems. The 
majority of men cope successfully with life’s vicissitudes; some break 
down. In between, there are a considerable number who develop anx- 
iety, psychosomatic distress, or “tension symptoms” in the course of 
their adaptive efforts. Whether treated or not, these are mental health 
problems. 

Anthropologists, sociologists, and psychiatrists alike take note of the 
impact of cutthroat competition in our culture. The psychiatrist is es- 
pecially aware ot how the exhausting striving for success comes sharply 
into conflict with unconscious wishes for relaxation, security, and love— 
the derivatives ol dependency and of parental love and protection. Nu- 
merous tension symptoms, neurotic reactions, and psychosomatic ill- 
nesses arise from such conflicts. T"hc patients of a psychoanalyst high- 
light the universal problems of our culture. Franz Alexander describes 
them in his book. Our Age of Unreason: 

The analyst sees his patients— physicians, lawyers, engineers, bank- 
ers, advertising men, teachers and laboratory research men of universi- 
ties, students, and clerks— engaged in a Marathon race, their eager faces 
distorted by strain, their eyes focused not upon their goal, but upon 
each other with a mixture of hate, envy, and admiration. Panting and 
perspiring, they run and never arrive. They would all like to stop but 
dare not as long as the others are running. What makes them run so 
frantically, as though they were driven by the threatening swish of an 
invisible whip wielded by an invisible slave driver? The driver and 
the whip they carry in their own minds. It one of them finally stops 
and begins leisurely to whistle a tune or watch a passing cloud or picks 
up a stone and with childish curiosity turns it around in his hand, they 
all look upon him at first with astonishment and then with contempt 
and disgust. They call him names, a dreamer or a parasite, a theoreti- 
cian or a schizophrenic, and above all, an effeminate. They not only 
do not understand him— they not only despise him, but “they hate him 
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as their own sin.” All of them would like to stop— ask each other ques- 
tions, sit down and chat about futilities— they all would like to belong 
to each other because they all feel desperately alone, chasing on in a 
never-ending chase. They do not dare to stop until the rest stop lest 
they lose their self-respect, because they know only one value— that of 
running— running for its own sake. 

What are the mental health problems of the young adult male? 

First, let us divide adult males into young, middle-aged, and aged. 
The young adult male is a man between the ages of twenty-one and 
forty. Or he is a man who has left his parental home and who, if he has 
children, still has them of school age and in his home. The middle-aged 
man is, roughly, between forty and sixty-five. His children are grown 
up, or nearly so, and may have married and left home, but he has not 
yet retired. The elderly man is over sixty-five and usually retired. (See 
The Aging and the Aged) 

Typical adaptations required of the young man include those of mili- 
tary service, economic independence, marriage, fatherhood, and voca- 
tional achievement. Less frequently, adjustment to sickness, injury, un- 
employment or to the loss of a wife or a child is required. The ideal of 
masculinity in the American culture requires that the adult male “act 
like a man” in all of these situations and crises. He is expected to be 
“stronger” and “better controlled” than women are. Any real or ap- 
parent failure to live up to this masculine ideal— for example, inability 
to support a wife and children— invites loss of self-esteem, feelings of 
guilt or shame, and even depression. It is therefore harder for a man 
to be sick, injured, unemployed, or in any way “inadequate” than it is 
for a woman or a child, and therefore more productive of symptoms of 
emotional stress and conflict. 

A major problem for most young men is how to be a good father. 
The “good father” is at cross-purposes in our culture. On the one hand, 
he must be successful, and this usually means being away from home 
during most of his children’s waking hours five or even six days a week. 
On the other hand, he must be a good example for his children, a good 
leader, a good disciplinarian, a good friend, and a good companion. For 
the sake of his children, indeed, he should be a good husband to his 
wife, because a happy wife is a better mother, other things being equal, 
than an unhappy one. The task of balancing out the physical, social, and 
emotional needs of all members of a family is by no means an easy one, 
and the pressures on a young father are telling even tliough it often ap- 
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pears that he can “pass the buck*' to his wife. When the father comes 
home after a hard day at the office and greets the mother who has had a 
hard day with the children at home, and when both want to “let down" 
at the same time, life can become very difficult. 

What are the mental health problems of the middle-aged male? 

One of the most common problems of middle age, of course, is ac- 
cepting the fact of middle age. Many men are consciously or uncon- 
sciously so threatened by the notion of growing older that they try to 
ignore this reality as long as possible. Jokes about the “dangerous for- 
ties" express the problem and often are not so funny when men con- 
stantly have to prove that they are “just as young as they ever were." 

Middle-aged denial of aging takes many forms. The man who con- 
tents himself with buying brilliant pajamas is perhaps being merely a 
source of innocent merriment, but when he is driven to an affair with 
a woman half his age, he can make life very complicated for himself and 
at times for numerous others. Such affairs may, of course, be very grati- 
fying; but th^y may equally well be very pathetic or, in the long run, 
disruptive. It is only being realistic to observe that middle-aged affairs 
and remarriages are frequently attempts to deny tlie fact of aging and 
are seldom as successful as anticipated. 

The man who must go on proving his physical prowess is also a fa- 
miliar figure. When middle age recognizes its limitations the result is 
generally good; otherwise the result may be a “coronary," or some other 
reminder to behave. Doctors have remarked that an early coronary is 
good insurance because of the enforced moderation it imposes. This 
“mot" is also a commentary on a breed of men who require such a 
policeman. 

More subtle expressions of conflicts about growing older are some- 
times seen in difficulties in allowing one’s children to grow up. A man 
may unconsciously wish to dominate his son in order to deny the fact 
that both are older, to maintain his own sense of adequacy, and at the 
same time to hold onto a beloved companion. The problem with a 
daughter can be similar, particularly if the man has excessive needs for 
proof of love and admiration from younger, more attractive women 
than his wife. It is always something of a wrench when a son or daugh- 
ter goes off to college, marries, or leaves home for a career; the separa- 
tion feelings become a mental health problem only if they take the 
form of panic or marked depression or when continued efforts are made 
to prevent the inevitable emancipation. How hard it is to allow chil- 
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dren to be children when they are young, and then to be adults when 
they are grown up. 

Does the pace of modem living^being an effective husband and father, 
earning a living, commuting, doing community work, studying and 
striving for self-improvement, being a part-time athlete, gardening 
and repairing around the house, etc.— make men more vulnerable to 
mental disorders today as opposed to thirty or forty years ago? 

This question speaks particularly for tens of thousands of men who 
live in large cities or their suburbs. It is less relevant for farmers, ranch- 
ers, citrus growers, or small-town business or professional men whose 
homes are no more than fifteen minutes from their offices or twenty 
minutes from the country club. The latter group represents men of 
thirty or forty years ago, at least as to their mode of life. In other re- 
spects, however, a report of the Joint Commission on Mental Illness 
and Health tells us that age is more significant than geography: “A 
young, educated, male farmer is more like a young, educated, male New 
Yorker than either of these people is like his own father.'' 

The fact that men have changed so much in one generation repre- 
sents one difficulty in answering the question. There really are no reli- 
able statistics about the incidence of mental disorders, either at present 
or as contrasted with the past. The proportion of patients in mental 
hospitals, for example, was about the same in 1940 as in 1957, but was 
higher during most of the intervening years, with 1945 as the peak. 
Community surveys in recent years give an incidence of mental illness 
in the population at large varying from 4 per cent to per cent. In 
other words, we simply do not know; and the same is true for the 
changes from forty years ago to now. The pace of modern life certainly 
produces its symptoms of stress, but the human organism has vast capac- 
ities for accommodating to stress. It is, therefore, a moot question as 
to whether men are now more vulnerable to mental disorders tlian 
before. 

What are some of the difficulties in estimating the mental health prob- 
lems of the adult male? 

The reluctance of men to talk about their emotional problems has 
already been mentioned. Men are likely to feel that neurotic difficulties 
are a female luxury. At the same time, however, there is a greater 
awareness of such problems than in the past and a much wider spec- 
trum of conditions classified as mental or emotional disorders. Factors 
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of changing awareness, acknowledgment, case-finding, and definition of 
terms all contribute to the difficulties of measuring the prevalence of 
mental illness. 

Karl Menninger once remarked that he wondered why all farmers 
are not psychotic. They live in perpetual uncertainty. If it rains, it may 
rain too little or it may wash out the crop. When the sun comes out, it 
may shine for only a few hours or for burning, blistering weeks. Some 
farmers do indeed become psychotic, but the vast majority do not. They 
adapt to the wantonness of nature, often by character traits of stoicism, 
resignation or, not infrequently, religious faith. Grant Wood’s “Amer- 
ican Gothic” mirrors the farmer’s adaptation to the rigors of his life. 
The hard-driving New Yorker with his ulcers is likewise “adjusting” in 
his way; and so in a sense are members of the Dexedrine-Seconal set. 
Diagnosticians disagree as to who is sick and wffio is well, and as to 
whether society itself ought perhaps be the patient. 

Reactions to stress of wdiatever nature are the product of so many 
variables in the individual and in the environment that it is extremely 
difficult to b.te them. The psychosomatic problems of World War I, 
for example, were predominantly cardiac: “effort syndrome,” “disor- 
dered action of the heart,” and so on. In World War II, by contrast, 
gastrointestinal syndromes predominated. Roy R. Grinker and John P. 
Spiegel have suggested in their book. Men Under Stress, that the dif- 
ference may lie in whether the outlets for mobilized aggression are rela- 
tively few (as in the static trench warfare of earlier days) or many (as 
in the active, mobile w^arfare of tanks, planes, and commando units). 
There have been changes in the outward manifestations of mental dis- 
order in civilian life as well. Today psychiatrists seldom see the “classi- 
cal neuroses” described by Jean Martin Charcot, Freud, and others be- 
fore 1900. and this is due partly to refinements in diagnosis and partly 
to actual changes in the symptomatology of neurotic disturbances. 

Freud’s assumption that civilization is achieved through successful 
repression and control of infantile, sexual, aggressive, and dependency 
strivings requires that wc consider not only the frustration of these 
drives in a predominantly urban society, but also the forces that hold 
these primitive impulses in check. Historically, authoritarian govern- 
ments, religions, and family structures exerted such controls. To the 
extent that these institutions are less influential in matters of personal 
conduct, the individual himself has greater responsibility for regulating 
the expression of his impulses. To be able to do so is part of the demo- 
cratic, individualistic, and humanistic ideal, but it does make more dif- 
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ficult the task of adult living. It is this relaxation or dissipation of ex- 
ternal controls over individual destiny as much as the pace of modern 
life that, according to some authorities, makes for our present difficul- 
ties— to the extent that these difficulties may be different, and possibly 
more prevalent, than in the past. To the moralist this is the modern 
form of hubris, man’s assumption of godlike authority; and, according 
to the Greeks, whom the gods would destroy they first make mad. 

Does the pressure of competition in business and the professions cause 
even successful men to break down physically or mentally, or to die 
prematurely! 

Probably not, but there is little proof. Most men thrive on com- 
petition; relatively few are destroyed by it. In any case it is necessary to 
consider several variables, including the “personal equation.” 

A 1930 study, cited in Life Insurance and Medicine by Harry E. 
Ungerleider and Richard S. Gubner, indicates that the death rate for 
professional men is the second lowest of any major occupational group, 
agricultural workers being lower. The third lowest rate is shared by 
proprietors, managers, officials, clerks, and kindred workers. Unskilled 
workers have the highest death rate, with semi-skilled workers next. A 
comparable British study, which also included wives, revealed similar 
results, and suggested that the environment— nutrition, living condi- 
tions, and so on— may be as important as the occupation. 

If successful men are judged by their incomes, they are doubly well- 
off, according to the report of th^ Joint Commission on Mental Illness 
and Health, Americans View Their Mental Health, The report stales 
that high income is associated with greater happiness, fewer worries, 
more frequent anticipation of future happiness, and fewer physical 
symptoms, but more symptoms of energy immobilization (gauged by 
moist palms and difficulty in “getting going” in the morning). The mid- 
dle income groups are generally worried about money but otherwise 
least anxious and most optimistic about the future. Persons of low in- 
come are likely to be unhappy and worried, lacking confidence in the 
future, and are disposed to physical symptoms. Here again, environ- 
mental factors may be important. 

Many psychiatrists hold that no one has a “nervous breakdown” from 
overwork. If a man drives himself beyond his capacities, the fault lies 
in some neurotic compulsion to exceed himself. Granted that the Amer- 
ican culture rewards “success” and affords ample opportunity for de- 
structive competitiveness, the fact remains that most business and pro- 
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fessional men compete successfully and set their sights according to 
their abilities. 

Some men are “wrecked by success” rather than by pressure of com- 
petition that makes for success. Such breakdowns occur for a number 
of reasons, including the fact that the unconscious meaning of success 
may be the destruction of one’s earliest rivals— for example, parents or 
siblings. Conflicts engendered by rival claims of home and career or of 
“masculine” and dependency strivings, for example, may also make for 
symptoms and, sometimes, collapse. Many men, however, are content 
with less than the highest goals and thereby avoid the greatest pressures. 
They find satisfaction and security in being second in command, a 
power behind the throne, or an ever-loyal subordinate. 

Any breakdown— any failure of adaptation— is the product of multi- 
ple causes. The total interaction of the individual and his environment, 
past and current, should be studied if scientific answers are to be found. 
Coronary disease is a case in point. Men are three to seven times more 
likely— depending upon the sample studied— to have coronary disease 
than are women; in one series of young adults, the ratio was twenty- 
four to one. Another factor is body type: men of “athletic build” are 
more likely to have coronary disease (in younger adult years) than are 
tall, thin men or short, fat men. Also, in one series of forty-six cases of 
coronary disease, 50 per cent were found to have been former high 
school lettermen, and from schools where only 10 per cent of the stu- 
dents won athletic letters. Thus the incidence of coronary disease 
among lettermen was five times that of high school graduates generally. 
Other statistics indicate that coronary disease occurs earlier and more 
frequently in Jewish men than in non-Jewish men. It would appear, 
therefore, that the stress of executive responsibilities and competition 
in business must be balanced with body type, history of participation 
in rigorous sports, cultural background, and multifold psychic factors 
for a complete understanding of breakdowns or premature death. 

Why are there more widows than widowers? Is increased psychological 

stress in men a factor? 

There are more widows than widowers because women are the 
stronger sex. Women are built for childbearing; men simply for im- 
pregnation. It may not be so simple, of course, but the famous Cana- 
dian pathologist, William Boyd, in his Textbook of Pathology says: 
“There appears to be an inherent weakness in the male, a sex-linked in- 
feriority, so that by comparison with the female he is a weakling at all 
periods of life from conception to death. This holds true throughout 
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the animal kingdom. As E. B. Allen remarks, the price of maleness is 
weakness, and woman is far from being ‘the weaker vessel.’ ” 

Other authorities have contended that women live longer because 
they are the “weaker” sex. Men, being “masculine,” dam up their feel- 
ings and develop ulcers and high blood pressure. Women, being fem- 
inine, are irrational, complaining, and given to tears— and to burying 
their husbands. This point of view is by no means as well-documented 
as Boyd’s, but there may be something to it. 

According to the United States Bureau of the Census (statistics stand- 
ardized for age), there were about three widows for one widower in 
1890, and about three and one-fourth to one in 1958. There has there- 
fore been some increa.se in the proportion of widows to widowers, but 
it is impossible to estimate how much the change is due to recent wars, 
how much to industrial accidents, how much to diseases of older age 
groups affecting men more than women, and how much to psychologi- 
cal stress. Statistically speaking, women live five years longer than men, 
and apparently this has always been so. 

Do men tend to be overanxious about their occupational, professiotud, 
economic, family, and social status and thereby become more suscep- 
tible to metttal disorders? 

The report of the Joint Commission on Mental Illness and Health, 
Americans View Their Menial Health, indicates that there is no single 
answer to this question. Definitions of mental health itself, .states the 
report, are usually made within a framework of middle-class values. 
Our very diagnoses of mental disorder are tied somewhat to middle- 
class standards. How then to evaluate concerns about status as a cau.se 
of mental illness? 

One survey shows that such concerns are minimal in the high income 
group. It is the middle income group that worries about money and 
therefore, presumably, about other aspects of status. Older men are 
generally less concerned about these matters than are younger men; 
they have arrived at or achieved a plateau, or they have become recon- 
ciled. When distress is felt about these matters there are also differences 
in how it is expressed. Older persons are likely to have physical symp- 
toms of anxiety; younger persons, psychological symptoms. Among so- 
cial groups, working-class people are more likely to complain about 
bodily symptoms whereas the better educated and wealthier people are 
more disposed to psychological modes of expression. 

Despite the equivocal nature of our evidence, there is certainly a 
widespread impression that younger business and professional men 
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frequently drive themselves to the point of tension symptoms of one 
sort or another. The use or abuse of alcohol, Benzedrine derivatives, or 
sedatives, while not necessarily considered indicative of mental dis- 
order, are frequently related to competition for higher status of one 
sort or another. It must mean something, also, that the suicide rate for 
men is generally three or four times that for women, and (except for 
1910) it was higher during the depression (1930 to 1940) than at any 
time since 1900. One life insurance company, studying policies of $25,- 
000 and over, found that the suicide rate from 1929 through 1932 was 
nearly 900 per cent of what could have been anticipated from the pre- 
vious incidence of suicide among this group of policyholders. The 
shame, guilt, and loss of self-esteem connected with business failure is 
certainly evidence of the intensity of striving for and concern about 
success. It must be added, moreover, that in normal times the highest 
suicide rate is among men over sixty-five. These, again, are the retired, 
the unemployed, and (in their own eyes) the unwanted. The evidence 
suggests that being overanxious about status is less likely to produce 
metual disorders than loss of status through failure, unemployment, or 
retirement without other resources for activity and a sense of worth. 

Does a man's inability to reach job goals-~for example, the man who 
is a perpetual assistant, the executive who is not elected president 
of a company, the politician who doesn't advance^make for serious 
mental health problems? 

This is definitely an individual matter. The reasonably normal 
young man knows that relatively few men “reach the top” and that he 
himself may have to settle for less. The man who cannot do this is the 
neurotic one. Granted that American culture is competitive, it is also 
one that inculcates sportsmanship; one learns to fight the good fight 
and, if necessary, to be a good loser. Most men with maturity face and 
accept their personal limitations as well as those imposed by circum- 
stance or fate; and they are not shattered by defeat. The man who de- 
velops mental health problems over failure to achieve the highest goals 
is likely to have had neurotic ambitions to begin with or an unrealistic 
picture of his capabilities. 

Does the man who once possessed outstanding athletic ability or physu 
cal strength have special problems of mental adjustment as he grows 
older? 

He may, but not inevitably. Again, one must get down to cases. 
One question to be considered is what makes an outstanding atlilete in 
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the first place. Going out for sports or building up physical strength is 
a normal, healthy activity, but— where the drive is particularly strong— 
it may represent an excessive need to escape from fears of passivity, 
“femininity," or masturbation, or to compensate for feelings of infe- 
riority. These concerns are particularly poignant in adolescence and 
young adult life. To the extent that they persist into adult life, to the 
same extent a man may go on being a body-builder or an athlete long 
after he should turn to less rigorous pursuits. In a word, if neurotic 
drives go into the making of an athlete, then neurotic problems are 
likely to vex him in later years. 

There are men whose physical prowess or athletic achievement rep- 
resents their greatest success. It is only natural for such men to cling to 
this era of glory as long as possible. Most football heroes, for example, 
will go on to win their “Y” (or other college letters) “in life”; the few 
who do not are the pathetic few who remain perennial undergraduates 
much as another pathetic few are still fighting World War I. If most of 
a man’s self-esteem derives from his athletic record of bygone days, he 
may well have emotional problems with the passing years. The over- 
evaluation of physical prowess is characteristic of adolescence, accord- 
ing to Paul V. Lemkau; and if one clings to such overestimation, one 
may be adolescent in other respects whatever the chronological age. 

While all men resent decline in sexual prowess, does the few tor of in- 
creasing social and economic success lessen or aggravate the problem? 

First, it is not true that all men resent declining sexual prowess. 
Cicero, in De Seneclute, points out that old age lo.ses its interest in the 
“baser pleasures” of youth. This may, of course, simply be making a 
virtue of necessity. Others besides Cicero have argued, however, that 
when the mind is emancipated from the distractions of passion, it is 
freer for intellectual pursuits. It is partly a cultural phenomenon that 
such a premium is placed upon sexual prowess. In some societies sex 
is for procreation primarily; in others, it is for procreation and pleasure. 
“Sexual prowess” has still different connotations and represents some- 
what different values. In any case many men gracefully accept the grad- 
ual diminution of sexual desire and potency; others become hypochon- 
driacal or depressed, paying inordinate attention to gastrointestinal 
functions or to ailments of one sort or another. 

If a man has been a “sexual athlete,” if he has excessive self-esteem 
bound up in sexual performance, then any decline in his ability will 
threaten his sense of virility. Again, if sexual decline sets in early— say. 
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in the forties— when his sexual partner, at thirty-five or so, is at the peak 
of her sexual interest and responsiveness, then a man may be upset 
indeed. Thus, a perfectly normal tapering off of sexual drive may seem 
abnormal if it sets in early, it a man puts too great store by it, or if it 
happens to coincide with the partner's period of maximum sexual 
outlet. 

Men are less perturbed by declining potency— other things being 
equal— if they have other supports for their self-esteem. From this point 
of view, increasing social and economic successes can certainly com- 
pensate for diminishing virility. The same may be said for any other 
creative interests— vocational or avocational. 

Are divorce and remarriage more prevalent among successful men? If 

so, why? 

No, the divorce rate is lowest among successful men. The results 
of three independent surveys, reported by Robert 1^ . Winch and Robert 
McGinnis in their book. Selected Studies in Marriage and the Family, 
indicate that the lowest divorce rate is among men whose occupations 
can be classified as professional and proprietary (including executives, 
managers, officials, etc.). Other studies show that the divorce rates drop 
with the length of marriage. If the average successful man has been 
married, say, for twenty years and has children, his chances of getting 
a divorce are about 50 per cent of what they were after five years of 
marriage; if after twenty years he has no children, about 33 per cent 
of what they were after five years of marriage. The peak divorce rate 
for childless couples comes four years after marriage, and this is fol- 
lowed by a sharp drop. The highest incidence of divorce among cou- 
ples with children comes at three years after marriage, followed by a 
gradual drop. The rates come closer with increasing years, so that, after 
thirty years of marriage they are the same for couples with children and 
childless couples. If the marriage survives the period during which a 
man is becoming successful, therefore, both the time factor and factors 
associated with success itself will tend to preserve the marriage. 

Statistics about divorce rates and remarriages are, of course, only one 
index of marital unhappiness. Some who cannot afford a divorce will 
desert. Fear of scandal or religious reasons will cause others to separate, 
but not divorce. Marital infidelity is '.till another solution among all 
economic groups. Statistics as to desertions, separations, and extra- 
marital affairs are notoriously unreliable but, according to Alfred 
Kinsey’s report, the highest rates of marital infidelity are among the 
lowest socioeconomic groups. 
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Are men--in their forties or fifties^-^more likely to become dissatisfied 
with their family sttvation and seek a change? 

This question presents a paradox. A study by the Joint Commission 
on Mental Illness and Health revealed that men (and women) in their 
forties and fifties are less happy in marriage than younger couples, but 
at the same time they have less feeling of inadequacy in marriage and 
report fewer marriage problems. We have already seen that the divorce 
rate decreases with increasing age and length of marriage. It would 
appear, therefore, that older couples may be less happy, but at the 
same time expect less and therefore are better reconciled to what they 
have. These findings correspond to still another study which indicated 
that older people are generally less happy than younger people, but arc 
nevertheless not so worried. Happiness and the awareness of problems 
or a tendency to worry are therefore not correlated. 

If men in their forties and fifties do become dissatisfied with their 
family situation, they do very little about it— statistically speaking. 
It has been mentioned that they may seek various ways of denying their 
increasing age, but this seldom leads to divorce and remarriage. Extra- 
marital affairs arc not uncommon, of course: but the more general 
realignment of interests might be expressed as “more club life or more 
‘pub’ life.” 

There are centripetal as well as centrifugal forces in a marriage that 
has lasted twenty years or more. Apart from a man’s search for some 
“fountain of youth,” he is generally more tolerant of life than before 
and more philosophical about its frustrations. This mellowness gen- 
erally includes his sentiments toward his wife and his marriage. Besides, 
as the children grow up, husband and wife often rediscover one another 
and enjoy more companionship than has been possible for years. Be- 
yond this, the vicissitudes of middle age— the loss of children to college 
or marriage, more frequent illnesses, and the like— often increase their 
mutual dependence and thereby strengthen emotional bonds. 

Is there a climacteric in nudes? Does it involve any physical changes? 
Do all men to some degree experience climacteric? If so, does it affect 
their mental health? 

The question of a male climacteric is controversial. The term 
“climacteric” implies a relatively dramatic, critical, and definite change. 
The menopause is such a change^ but this has no physiologic counter- 
part in men. 

Changes in men that might be considered as a climacteric are in part 
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those of progressive aging and in part the occasional emotional reac- 
tions resembling those that can be associated with the menopause. Men 
may complain of diminishing sexual desire after the age of thirty and 
of diminishing potency after forty, whereas according to Kinsey, the 
maximum sexual output for women comes at about thirty-five and— 
menopause or no— drops less rapidly than is the case with men. Dimin- 
ishing sexual drive is, however, only one aspect of advancing age. There 
arc a number of endocrine changes occurring in both sexes that make 
for such phenomena as the “middle-age spread,” redistribution of sub- 
cutaneous fat, muscular flaccidity, and so on. The general effect of all 
such changes is that the sexes tend to look progressively more alike 
wuth advancing age. 

From a psychological point of view, there are two sets of phenomena 
that sometimes suggest a male climacteric. One set already noted, are 
neurotic reactions to middle age, the various “denial” reactions that are 
calculated to convince a man that he is as young, strong, and virile as 
ever. The second set are the depressive reactions tliat in men come as a 
rule about *^r\ years later than the “menopausal depressions” of women. 
In men these emotional disturbances, coining between fifty-five and 
sixty-five as they frequently do, have been considered evidence for a 
male climacteric, but they are probably more the prcxluct of increasing 
fatigue, diminished efficiency on the job, the prospect of retirement, or 
the fact of retirement itself coupled with the sense of uselessness and 
self-depreciation. Actually the sum total of emotional responses to ap- 
proaching or definite retirement is probably the true male climacteric. 

Is there a relationship betxveen ilisorders of the prostate gland and 

mental health! How many males experience the^e difficulties? 

There is no direct relationship between the prostate gland and 
mental health. Disorders of the prostate gland, by the same token, do 
not as such cause mental health problems. It is only the rare textbook 
of psychiatry or urology (disorders of the genito-urinary systems) that 
even suggests such a connection. 

Slight to moderate enlargement of the prostate gland is normal with 
advancing years. Sixty-five per cent of men will have some enlargement 
of the prostate at the age of sixty-five. The cause is thought to be some 
endocrine imbalance, probably between the testes and the pituitary 
gland, but in any case it is virtually limited to the presenile and senile 
periods of life. Such enlargement may increase the frequency and pro- 
long the duration of urination. Serious interference with urination 
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requires surgery. When mental health is afiFected, it is because of real 
or fantasied reasons for, and effects of, prostate trouble. There will be 
normal anxiety as with any other illness or disturbance of bodily 
function. There may be an accentuation of concern about advancing 
age with related feelings of despair, depression, or a sense of defeat. A 
few individuals attribute such afflictions to adolescent masturbation, to 
sexual excesses, or to “fast living” in general, and therefore suffer 
from shame or guilt. Statistically, however, there is no more reason 
to link prostate disease with mental illness than any of a number of 
other diseases common to middle age and beyond. 

Should men take vacations without their families in order to get com- 
plete relaxation and ease of tensions? 

Some men should, but perhaps the majority should not. One has 
to ask: What are the sources of tension for a given man, and what pro- 
vides complete relaxation? There arc many related questions: What 
kind of marriage is it? How old are the children, and how does the 
man react to them? How long will the vacation (separation) last, and 
how well do members of the family tolerate separations? Many married 
couples find occasional brief separations refreshing and enriching if 
only because they miss each other and are reunited with greater ap- 
preciation for their marriage, but for long vacations the majority prefer 
to be together. The question of whether the children are to be included 
has to be considered separately. 

There are both positive and .negative reasons for family vacations. 
If the marriage is a good one, it is a matter of greater enjoyment. If 
family life is generally congenial, even the irritations of young children 
are outweighed by experiences of family unity and adventure. To a 
considerable extent, the delights and explorations of children on vaca- 
tion are a source of pleasure and satisfaction for both parents. From a 
negative point of view, the man who enjoys himself apart from his 
family is likely to feel irresponsible, guilty for his “selfishness,” and 
worried about how things are going at home. If, of course, a major 
source of a man’s tensions is at home— because, for example, of a chron- 
ically unhappy wife or children who constantly irritate him— then a 
separate vacation may be best for him and for his family. Family tradi- 
tions, patterns of interaction among members of the family, emotional 
attachments to relatives or otheis outside the immediate fanlily, and 
economic circumstances are just a few of the other factors to be con- 
sidered. 
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Is it important to a marCs mental health to have some recreation away 
from his family, such as golf, howling, or a card-playing night with his 
friends? 

It is certainly important for a man to have hobbies, avocational 
interests, or other recreational activities. An early observation at the 
Menninger Foundation was that almost none of their middle-aged male 
patients had such interests. Prescriptions for the learning of hobbies 
soon became as important as prescriptions for medicine, and even more 
frequent. 

Most men probably prefer some recreation away from home. The 
man’s night out is so common in American culture that we can only 
assume that it meets important emotional needs. From one point of 
view it is a normal continuation of adolescence into adulthood or, to 
put it another way, a normal expression of sublimated homosexuality. 
Something of the infant, child, and adolescent remains in all adults, 
and only excesses are pathologic. In any case, it is “normal” to want to 
be with “the boys” occasionally. 

Should a person have periodic psychiatric checkups as well as physical 
ones? If this is a useful idea, where should the individual go in order 
to get help in the choice of a doctor? 

William C. Menninger recently made precisely this recommenda- 
tion at a Menninger Foundation seminar for executives. “One aspect 
of the emotional checkup,” as Menninger described it, “ran be self- 
administered. Take the time at least once a year to ask: Where am I 
going? What are my ambitions and aspirations? What arc my priorities? 
Take inventory,” he suggests, “not merely of the business situation but 
also of important personal areas: the home atmospJu-re, family relation- 
ships, feelings of self-esteem, dignity, and integrity. Take vacations,” 
he adds, “and cultivate hobbies; the more seriously a man takes his 
hobbies, the richer his life wull be.” 

Other aspects of a psychiatric checkup are better done with another 
person, possibly a psychiatrist or other trained counselor. A family 
doctor can do the job if he has the training and will take the time 
required; or he can recommend someone. Discussions with such an 
expert will cover such matters as interpersonal relationships at work, 
in social situations, and at home; reac:ions to stressful situations; ability 
to withstand frustration; indications of anxiety or other tension; oppor- 
tunities for creative effort— not hobbies merely, but also those including 
giving of oneself to others; and, finally, the ability to seek help when 
indicated, rather than denying the problem or procrastinating indefi- 
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nitely. This form of preventive medicine is in its infancy, but it is quite 
possible that psychiatric checkups may someday be even more reward- 
ing than routine physical examinations. 

Does compulsory retirement create special mental health problems for 
men? 

Retirement is a mental health hazard under any circumstances. 
Compulsory retirement, anticipated and carefully prepared for, is pref- 
erable to the frequently painful “voluntary” retirements or the even 
more painful forced retirements precipitated by failing health or other 
unexpected circumstances. Ideally, at least, compulsory retirement at, 
say, sixty-five may be compared to navigating by a fixed star; and other 
kinds, to drifting in a fog of uncertainty and doubt. 

The virtue of compulsory retirement from a mental health point 
of view is that it is a “known” and can therefore be planned for. Its 
success will, of course, depend upon the quality of the planning. The 
man who knows when he is to retire can chart his course; he will, for 
example, gauge his savings, moderate his spending, develop his avoca- 
tional interests, and decide ^vhcrc and how he wishes to live after 
retirement. He can avoid having all of his eggs in his vocational basket 
and, depending upon circumstance, he can consider retirement homes, 
change of climate, less rigorous activities, travel, part-time employment, 
shift from executive to subordinate responsibilities, and so on. 

The case against compulsory retirement at a fixed age is that it de- 
prives society of highly developed skills and talents combined with 
wisdom and maturity of judgment, and that it may come as a body 
blow to the self-respect and self-esteem of an individual who, often 
enough, feels himself to be at the peak of his powers. The blow is 
greater, however, if it comes without warning, as is generally the case 
when retirement has to be “suggested” or imposed by embarrassed 
colleagues or superiors. Plans for gradual retirement have proved suc- 
cessful in some academic and business settings. The most important 
aspect of retirement, however, is not so much whether it is compulsory 
or not, but rather how well it is planned for; and whether the planning 
involves some long-range program as opposed to a sudden upheaval. 

Justice Oliver Wendell Holmes, at ninety, resigned from the Su- 
preme Court a few hours after his voice failed him in reading a deci- 
sion. Few men are so wise or so courageous; and few men should work 
so long. A Holmes is the exception that proves the rule of planned 
retirement. 
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Is volunteer community work (for civic groups, churches, fundraising 
drives, children’s organizations, mental health programs, etc.) a men- 
tally healthful activity for a retired man? What might he be able to 
contribute, and what are the personal rewards and satisfactions he 
might experience? 

Volunteer community work is definitely a mentally healthful ac- 
tivity for a retired man. One of the principal dangers for a man who 
retires at sixty or sixty-five is that he will feel unwanted, useless, and 
unimportant. Active participation in community work precludes such 
causes of apathy, depression, and deterioration by sustaining his inter- 
ests and his sense of sharing in vital endeavor. Adlai E. Stevenson, 
United States Ambassador to the United Nations, suggested the Peace 
Corps as another such opportunity, and said that we should tap the 
large number of senior citizens of unusual knowledge, skill, and ex- 
perience who would welcome the opportunity to be of service. Whether 
one’s community is the world or the neighborhood, there is work for 
an older man to do that brings really lifesaving satisfaction from 
doing it, 

Ret;;evix* n* sometimes accentuates fears of old age and senility. Re- 
cent psychiatric research indicates, however, that senility is more a state 
of mind than an organic disease. At the Topeka (Kansas) State Hospital, 
for example, patients diagnosed for years as senile and deteriorated 
have been rehabilitated and returned to community living by recrea- 
tional and occupational projects suited to their physical skills. Senility 
was once considered the inevitable result of arteriosclerotic brain dam- 
age, but at least one research study revealed that a group of patients 
suffering from so-called senile dementia had less extensive organic 
changes in the brain than another group of the s mie age bracket who 
led active intellectual lives until they died. To tiie extent that senility 
is a mental rather than an organic disturbance, it can be prevented; the 
best way for a retired man to prevent it is to keep busy at interesting 
and useful work. 
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What are aggressionst 

In its broadest sense, the term aggressions refers to the total amount 
of energy expended in actively striving to satisfy instinctual, or inborn, 
drives. In the human being we prefer to speak of drives; in lower ani- 
mals we see the aggression as a way of dealing with instincts. 

In a narrower sense, the psychiatric meaning of aggression refers to 
forceful attacking action that can be either physical, verbal, symbolic, 
or all three. 

It is the purpose here to focus attention on a particular category of 
behavior, namely the human aggressions that differ, both in quality and 
quantity, from the usual or normal form of active striving. Since these 
forms of activity differ from norntal, we sometimes refer to them as 
antisocial or criminal. These aggressions are a problem for the indi- 
vidual, the family, the state, and the world at large. 

Is there a difference between the layman’s definition of aggression and 

the psychological definition of aggression? 

Yes. The layman’s definition of aggression is based primarily on a 
moralistic point of view. Fundamental in this definition is the concept 
that man is the master of his will. In keeping with such definition so- 
ciety, over the centuries, has created laws with which it attempts to pro- 
tect itself from aggressions. For example, the basis of contemporary 
Anglo-Saxon criminal law is the “Knowledge of right and wrong” test, 
and dates back to a decision in the courts of Great Britain in 1843. That 
decision led to the M’Naghten Rule, which says that a man is not re- 
sponsible for his act if he does not know the nature and quality of the 
act, or if he does not know that what he is doing is wrong. A jury in 
deciding the guilt of an accused must decide whether the person in 
question “knows right from wrong,” and not whether he is mentally ill. 

In the psychological sense, aggression is recognized as the active in- 
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gredients of inner strivings over which the person has only varying de- 
grees of control. The amount of control will depend on the specific 
situation. Of course, the layman is aware of this, and even though his 
approach is moralistic, he will make allowances for such things as “acts 
of provocation,” “self-defense,” and other similar circumstances. Thus, 
society— a group of laymen— does take notice of the dynamic forces in- 
volved in aggression. 

Are there variom kinds of aggressiotuf 

Yes. There are aggressions that develop slowly and in keeping with 
day-to-day problems and frustrations. This happens particularly during 
the growing phases of human development. These aggressions may be a 
reaction to too much di.scipline— or to too little. When there are exces- 
sive prohibitions, the young child may feel a need to mobilize con- 
stantly increasing amounts of aggressive energy *o cope with his frustra- 
tions. Where there is a lack of organized discipline, the child may feel 
that he is being left on his own too much, and he then becomes anxious. 
This anxiety can stimulate aggre.ssions in order to provoke his elders 
into giving him more protection and guidance. Such aggressions are an 
expression of the chiltl’s sense of insecurity. 

Aggressions may be rational or irrational. Rational aggressions are 
most often a response to actual situations in the life of a person and 
most often they are justifiable. The irrational aggressions usually result 
from some inner mental attitude that compels the individual to act 
aggressively. 

What causes aggressions? 

Essentially, aggressions are caused by frustration or interference 
with a natural development of the instinctual drives. Since the life of a 
human, even in its earliest phases, encounters checks on its instinctual 
drives, frustration is ever present. The quantity of frustration, the capac- 
ity for its tolerance, the amount of support given the child by his 
parents, or lack of it, and, later on, the support given by others, all con- 
tribute to the ultimate degree of aggressive feelings. 

Some of the factors that cause aggressions are “consritutioual,” which 
means that something is present horn very early life, possibly from 
birth. This something may emerge as a lack of capacity to develop emo- 
tions, or an absence of tolerance for frustration, or a lack of ability to 
adjust to the demands of outer realities of everyday living. 
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The extent to which constitutional factors operate will also depend 
on the atmosphere in which they develop. Parental incompatibility, 
broken homes, alcoholism in one or both parents, unethical practices 
by parents— are some of the many determinants that color the develop- 
ment of a^^ressive impulses in the young. It is not difficult to see that 
any of these factors can cause feelings of disappointment and aggressive 
reactions. The “black sheep of the family" frecjuently develops from a 
combination of constitutional and environmental determinants. 

Prolonged and serious illness, particularly at a very early age can, and 
at times does, lead to abnormal emotional reactions, including a mod- 
erate percentage of aggressions. Such illnesses would include significant 
birth blemishes, crippling after birth, and the “accidents of nature.” 
Studies since World War II have demonstrated that very young children 
who are ill and require hospitalization need the mother near them even 
though the facilities of the sickroom may be excellent. 

Aggressions develop and exist not only in an individual, but also in 
many individuals acting collectively, namely society. Poverty and 
hunger lead to much frustration. Although economic frustration is not 
the only cause of the aggressions in society, which we call crime, it is 
often an important factor. 

Perhaps the biggest cause of aggressions is anxiety, another term that 
refers to inner and outer feelings of uncertainty. Anxiety can cause even 
“a fine man from a good family” to steal from his employer. Group 
anxiety can lead to the enactment of laws and regulations that in some 
instances are themselves expressions of much injustice and aggression; 
for example, latvs and regulations imposing censorship on art and com- 
munications. Finally, the anxiety of nations, both strong and weak, can 
ultimately lead to wars. From a psychological point of view, war is 
the ultimate outcome of the individual’s aggression multiplied a 
millionfold. (Sec Anxiety) 

Is some degree of aggressive befuwior considered normal, or even 
desirable? 

Not only is some aggressive behavior considered normal, it is essen- 
tial for self-preservation and for achievement of goals and ambitions. 
Aggression in a neutralized form is also an essential part of all human 
activity, inasmuch as by our definition it is in a sense the overt manifes- 
tation of the utilization of energy. 
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Do all iridividtuils exhibit certain aggressions! 

Certain aggressions must be present in all human beings. What is 
important, however, is not only the presence of aggressions, which are 
basic and necessary, but rather the amount of conscious control over 
them, the degree of awareness of their rational usefulness, and finally 
the ability to direct these aggressions into creative and constructive 
channels. 

How are aggressions expressed! 

It is through aggressive behavior that the productive utilization of 
human drives permits the individual to function in all aspects of life. 
The utilization of aggression is evidence of the capacity for healthy 
functioning, whetlier the aggression is used in performing essential 
daily chores or in a sudden act of sclf-dcfcnsc. When wc speak of self- 
defense, we do not mean defense only against o^^iicr human beings, but 
also against all the forces and problems that beset man. 

Criminal behavior is an extreme form of aggression but need not al- 
w^ays aijpcar to be aggressive. We must be aware that aggressions do not 
necessarily show themselves overtly or violently. Aggressions may be ex- 
pressed in subtle ways that seem to be imperceptible. This is particu- 
larly true of individuals who are able to harness aggressi\c feelings and 
impulses but cannot channel them into useful productivity. Instead, 
they may use these feelings for purposes such as scheming, scandal- 
spreading, or maligning. 

When do aggressions ivork negatively toward the person who harbors 

them? 

Aggressions of this kind occur most frequently in the person who 
does not have a conscious recognition of his aggressive impulses, or who 
develops unconscious reactions to oppose these impulses. For example, 
because of interferences at some stage of a person’s development, his ag- 
gressive impulses are thwarted. These impidses because they are so 
frightening, are replaced with a rather bland and even self-subjugating 
kind of attitude that may lead to the development of obstinacy or sim- 
ilar undesirable traits. Aggressions can also work negatively toward the 
individual by impelling him to do nselcss and useless acts that if re- 
peated often enough could seriously interfere with his adjustment in 
the home, on the job, or even with society. For example, a middle-aged 
successful businessman had suppressed many of his aggressive feelings 
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toward his dead parents. In his home he frequently shouted at his wife 
and children, and accused his wife of not rearing their children prop- 
erly. In his calmer states he felt genuine concern for his entire family, 
and worked hard to give them “everything they wanted.” In another 
instance, a man in his mid-twenties had a need to be "the best” driver. 
Frequently the police caught him violating traffic rules. On many occa- 
sions he had difficulty with other drivers whom he attempted to “beat 
out” on the road. 

In both these men, a great deal of aggressive behavior was used in a 
way that was extremely injurious to themselves. 

What can be the far-reaching effects of intense aggressions, especially 
on the family? On the job? On social relationships? 

An aggressive person, particularly one with little control over his 
impulses, is rarely able to establish and maintain wholesome and lasting 
relationships with others. In his earlier years, he will be in frequent con- 
flict with his parents and other members of his family. He may become 
involved in delinquent behavior outside the home, and this will further 
aggravate his troubles in the family group. As he gets older, he may in 
certain instances, especially during courtship, attempt to control his be- 
havior. Soon after marriage, however, the abnormally aggressive indi- 
vidual (man or woman) is likely to give full expression to h^s drives, 
and this inevitably will disrupt the marital relationship. Frequently, in 
such a situation, his spouse may seem willing to tolerate his aggressions 
only to discover that the children too, have becojiie the targets of a 
great deal of the aggression. 

In our society a job can involve a complicated interpersonal relation- 
ship even if the job itself is of a simple type. Therefore, abnormal ag- 
gression can seriously interfere with a person’s wholesome companion- 
ship with co-workers and appropriate adjustments to tho.se whose status 
is above or below his own. When an aggressive person can arrange to 
have his own business, he may manage to achieve varying degrees of 
success. Sometimes he may be surprisingly successful and then he creates 
many problems for those whom he employs. 

The abnormally aggressive individual often expends much energy 
attempting to surround himself with friends, and then boasts bf these 
friendships. This is particularly true of persons who have achieved 
positions of power and who have surrounded themselves with fright- 
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ened and subjugated followers rather than with loyal friends and 
companions. 

What causes the aggressive personality? 

The aggressive personality results from the coloring of the indi- 
vidual’s total personality by unbridled and frequently unorganized ag- 
gressive impulses. 

Are certain aggressions symptoms of another problem? 

Sometimes a person’s aggressive behavior may be a symptom of a 
rather frightened and anxious inner self that needs to deal in an ex- 
plosive manner with wishes and strivings. The so-railed normal tenden- 
cies then become inhibited, and after periodic episodes of inactivity, 
there may be bursts of energy in quantity and quality so different from 
the person’s usual behavior that they appear to be aggressive. 

In some instances, aggressions can be symptoms of mental illness. 

When da aggressions usually begin? 

In general, aggressions tend to begin at certain critical periods of 
life. Aggressions may make their appearance in adolescerice, the period 
when the young human being is struggling with many adjustment prob- 
lems. Some aggressions may appear before, others after puberty. 

Do the kind or intensity of aggressions change or disappear in the 

aging process? 

Without question, the answer is yes. Aggressions frequently appear 
in the formative adult years. As a person grows in maturity and experi- 
ence, he is likely to have fewer and weaker aggressive feelings or to 
channel them into more useful and socially acceptable activities. Indi- 
cation that such is the case may be seen in the statistics showing that the 
late teens and early adult life are the periods with the most representa- 
tion in penal and correctional institutions. 

Is it natural for an adolescent to show aggressions? 

It is natural for the adolescent to show aggressions. The teen-age 
child who is "always very good’’ or a “model child’’ is most likely sup- 
pressing his feelings, and not developing in the best way. If parents can 
tolerate some aggression and understand that it is “healthy,” rather 
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than “naughty,” there will be fewer problems in the home. At times a 
very aggressive parent cannot tolerate any aggression in his teen-ager 
and this will lead to much conflict in the child, possibly with most un- 
favorable consequences. 

Aggressions can be channeled into productive, useful activity both in 
the home and at school. Work in all its forms is a wonderful experience 
for the growing child. Such work can be quite individual. Sometimes a 
disturbed, overaggressive boy, when helped to become a member of a 
team, will soon find that aggression can lead to pleasure, acclaim, and 
accomplishment. “Understanding” is a word that is frequently mis- 
understood. To understand an aggressive teen-ager is not the same as 
giving in to him, indulging him, or being afraid of him. There are 
parents who become afraid of their children, and the results can be ex- 
tremely harmful. It would be most useful if more parents and educa- 
tors recognized that the teen-aged, apparently aggressive, person is 
seeking to be “understood” and controlled. Only then can this teen-ager 
realize how important he is to both parent and teacher. Workers in boys’ 
clubs, community centers, and similar organizations, generally rec- 
ognize the significance of aggression and help the young people to 
“work it out,” both physically and emotionally, often with excellent 
results. 

Rigid disciplinary reactions— either strict or permissive— whether in 
the home or at school— that do not take into account the ne«ds of the 
individual child, can lead to more trouble. Unfortunately there are 
homes where the word discipline is equated with punitive acts. Dis- 
cipline in its broader sense is an essential requirement in any group, 
small or large, and unless it prevails in the home during the earliest 
years of a child’s growth, he will become confused. 

Some years ago, a question was put to an expert at a parents’ meeting 
at a private elementary school by the mother of a seven-year-old girl. 
The mother, a college graduate, eager to bring up her child in accord- 
ance with scientific principles asked, “What can I do when my daughter 
kicks me in the shins?” This mother revealed her confusion about basic 
principles of child rearing and home di.scipline. Most likely the little 
girl had already sensed her mother’s uncertainties and was taking ad- 
vantage of them. Some parents and teachers think that to deny a child 
his wishes means to “traumatize” him. This is a gross misconception. 
No scientist has ever said that the best way to bring up children is to 
leave them to their impulses. 
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Do some aggressions recur after they have subsided? 

Aggressions can recur. Such a situation may be brought about by 
sudden and unpredictable changes both in the outer life of a person and 
the mental processes within him. 

What treatments are available to reduce aggressions? What is their 

success? What determines this success? 

Society long has recognized that some aggressions can be reduced, 
and it has attempted to do this by utilizing penal methods. These 
methods cannot be evaluated for their curative worth inasmuch as the 
aging process itself plays an important role. Frequently the experience 
of being in prison— t^r even being on probation, which many authorities 
consider preferable to imprisonment— affords an opportunity for re- 
flection, self-examination, and an increased capacity for adaptation. In 
more recent years it has been demonstrated th^i increased understand- 
ing of the circumstances under which aggressions appear, followed by 
efforts to modify the outside environment as well as to promote more 
self-uiiderstaiuling by the patient, can be extremely helpful. The latter 
procedure, of course, falls into the category of therapy, which has been 
a responsibility not only of psychiatrists and psychoanalysts, but also 
and increasingly has been effectively practued by probation officers, 
social woi'kers, perceptive and tolerant guards, correction officers, and 
all those charged with the responsibility of caring for the delinquent. 
Many lawyers, and particularly judges, have shown keen understanding 
of tlic meaning of aggression, and an increasing number of judges are 
following the principle that, where circumstances permit, it is better 
to fit the punishment to the criminal rather thuU to the crime. 

Treatment of aggressive persons is successful most often when their 
individual patterns of behavior arc understood not only in the light 
of social requirements but also in teniis of their inner strivings and 
frustrations. 

What measures might be taken to prevent aggression from occurring 

or increasing in intensity? 

Reduction in tension and frustration at the individual, family, or 
group level will frequently prevent the occurrence and persistence of 
aggression. This has been known for many years, and the principle has 
been used by educational institutions, by various organizations (social, 
sports, etc.) for children and adolescents, by political groups, by study 
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groups, and by innumerable other groups whose purpose is to channel 
aggressive energy into productive and creative behavior. 

Based on current research, what might be predicted about the prevoF 
lence and irUensity of aggressions as a mental health problem? 

There is a close relationship between mental health problems in 
general and the aggressions specifically. It ran be predicted with some 
degree of certainty that the greater the effort to deal with agressions 
during their early manifestations, the better will be the mental health 
of the individual. Since aggressions, statistically, appear to be more 
troublesome among the young and growing, it is certain that increased 
efforts to reduce aggressions can significantly improve mental health. 
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Who are the aging? 

“The aging** is a euphemistic way ot referring to “the aged’* or 
“the old people.** Actually, we are all the aging, for we are constantly 
growing older from the moment we arc born. The specific group, 
however, known for purposes of convenience and common understand 
ing as the aging, arc those sixty-five or more years of age. The figure, 
sixty-five, is taken from the Federal Security Act of 1935, and is arbi- 
trary. Science knows no fixed birthday that uiarks the beginning of 
old age. 

How many persons in the United States are aged? 

By 1902, more than 17,000,000 Americans will have celebrated 
their sixty-lifth birthday. By 1975 there will be an estimated 20,000,000. 

What is the aging process? 

It is the decrease, as time goes on, of a living being’s ability to adapt 
to its environment. Some familiar physiological evidences of the aging 
process are the relative length of time it takes old people’s broken bones 
to knit or for them to regain their suongth after * bout with illness; the 
slowdown in their movements; the dimming of vi5.ion and hearing; and 
the difficulty they have in withstanding extremes of temperature. 
Psychically, the aging process may show up in decreased ability to 
accept new ideas or to fit in with new places or new people. 

As yet no one really knows how much of such deterioration is in- 
evitable and “natural,** the result of pathology (disease), or of the way 
the aged are treated in society. Theoretically, unlike machines, living 
beings need never wear out, for the cells that compose the tissues and 
organs of the body have the capacity to replace and lenew themselves. 
When they do not, it is because so..iething interferes. This is equally 
true in youth and in age, but the aged’s ability to resist stress is less. 

Much research is being done to discover more exactly the whats and 
the whys of the aging process. 
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What happens to mental abilities as the body ages? Does the I.Q, 

change in older persons? 

According to numerous psychological experiments since 1925, 
mental abilities decline with age. This conclusion has been reached 
despite due and careful allowance by researchers of factors such as lack 
of motivation of the aging as compared to that of younger folk, dimin- 
ished speed in performing tasks, ill health resulting from the relatively 
poor nutrition and medical care of old people living on low incomes, 
the better education of younger generations, and emotional factors such 
as loneliness and family difficulties. Some psychologists have questioned 
whether the tests thems<-lves do not need revision to provide for scoring 
of originality and the higher forms of judgment, in which older persons 
might show up better than younger ones. Presently, however, according 
to the Handbook of Aging and the Individual, edited by James E. 
Birren, there is overwhelming evidence in spite of any and all modify- 
ing circumstances that the I.Q. does change downward in later life. 
The downgrade, however, is least marked in individuals of superior 
I.Q. and education. 

Is the rate of aging a constant one, or does it accelerate or decline? 

The rate of aging is variable. It is affected by many factors, among 
them nutrition, exposure to infection, the conditions under which a 
person lives, injury, and emotional adjustment. An abrupt event, such 
as retirement or a heart attack, can accelerate aging. A new later-life 
interest or satisfaction can slow it down. 

The rates at which individuals age differ greatly. At seventy, one 
person may seem years younger while another may seem years older. 

Moreover within one individual, different organs may age at a differ- 
ent rate. The lungs, for example, may be aging much more rapidly 
than the eyes, or the other way round. Similar differences in the rate of 
aging apply to the mind and emotions. Someone with rapidly aging legs 
may remain for a long time young in outlook and mental vigor. 

Can an aging person himself do anything that might decelerate the 

agtng process? 

Barring an Act of God, yes. Periodic medical examinations can pre- 
vent avoidable physical deterioration. Some of the chronic diseases that 
afflict the aging have their onset before symptoms are evident, and can 
be arrested or cured if discovered early enough. Keeping weight down 
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to what it should be, not only furthers movement and activity, but is 
also less of a strain on the heart. 

New intellectual and cultural pursuits, or maintaining former ones, 
help to prolong activity. Sympathetic interest in other people tends to 
prevent the self-centeredness that may worsen into complete with- 
drawal. Above all, a lively curiosity and concern with the present and 
future rather than continual harking back to the past, can make an 
elderly person not only seem but really be “young for his age.*’ 

What happens to the sex drive in the aging person? Is sexual contact 
physically dangerous jor older persons? 

It diminishes but does not cease. Alfred C. Kinsey found “little 
evidence of any aging in the sexual capacities of the female until late in 
her life.” Determination of the effects of age on women’s sex drive is 
more difficult than on men’s, however, because “a considerable portion 
of the female’s sexual activity does not result in orgasm.” 

Measuring men’s sex drive l)y the frequency of orgasms per week, 
Kinsey found that it almost steadily decreases from over three a week 
at t^venty to less tlian one at sixty. Clianged physiological capacity pri- 
marily accounts for this. But psychological factors— loss of interest in 
an often-repeated experience, exhaustion of possibilities for exploring 
new techniques, contacts, and situations— may play a part too. Kinsey 
reported that change of sex partners and sexual techniques increased 
frequencies in older men, although fairly soon they returned to their 
previous frequencies. 

Unless expressly forbidden by a phvsician, the^e is nothing physically 
dangerous about sexual contact for older persons. At no fixed age does 
it need to go into retirement. A few years ago, The New York Times 
interviewed a number of British and European men, internationally 
known for their current political or artistic achievements in their 
seventies or eighties. Almost every one reported leading an active sex 
life. 


What are some of the special emotional problems of older people? 

One of the most common and poignant is loneliness. The older 
one growls, the more relatives, frie^^ds, and contemporaries one loses 
through death. More than half the women sixty-five or older are 
widowed and one-fourth of the men in the same age group arc 
widowers. Some who live to a very great age survive their children. 

Even those who have living children may be isolated. This is espe- 
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dally true of city-dwellers. Older people tend to stay on in the changing, 
decaying centers of cities where they have always lived, while the young 
people move to the suburbs. Or the children of both urban and rural 
old parents are likely to be living far away in this time of moving about 
on the job. 

The great majority of old people, undernourished and often ailing, 
who are barely surviving on pitifully inadequate incomes are isolated 
most of all, for they do not have the means nor perhaps the strength to 
go out. A Senate Subcommittee on Problems of the Aged and Aging 
captioned the photograph of a humble set table: “The lonely meal. 
Nothing is more ment.ally devastating than the confinement, without 
friends, to inadequate housing to spend the days eating by oneself.” 
Beneath a photograph of stairs in a cheap rooming house was written 
“The long, steep staircase might as well be the iron bars of the cell for 
many aged. The difficulty in descending or climbing stairs such as these 
keeps them confined to their small room.” 

The sense of insecurity that comes with waning physical powers 
bedevils many old people with fears. “I got through this winter, but 
I’m getting so unsteady on my feet, would 1 be able ever to go out 
another one?” “I can still read, but my eyes are getting worse. . . .” 
“What if I became really sick? Who would take care of me? How would 
I pay the doctor?” 

As someone grows older, he has not only the problem of adjusting to 
one loss after another, but also does not have youth’s opportunity to 
find substitutes or replacements. First— usually harder on women— the 
children depart. Next— usually harder on men— at retirement away goes 
the job and the contacts that are part of it. Prestige in the community 
may disappear with the end of work-life. For those who put great stock 
in their sexual attractiveness or good looks, aging brings further depri- 
vations. Indeed, it is not easy for anyone to adjust to his image of his 
own body, to wrinkles, thinning hair, thickened ankles, baggy cheeks, 
prominent joints, and other changes in an obviously no longer youthful 
self. 

Depression is so usual in older people that it is sometimes considered 
a normal part of the aging process. Maurice Linden, Director, Division 
of Mental Health, Philadelphia Department of Health, does not hold 
this view, but considers it the result of society’s rejection and isolation 
of the aged. Moreover, he points out, “Since the older person of today 
was the youngster of yesterday ... he himself contributed to the 
atmosphere wherein youth is overvalued and age is rejected. He there- 
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fore rejects and hence dislikes himself, and ‘this inner-directed hostility 
leads to depression.* *’ 

Whut is meant by the statement that ‘‘older people need to continve 
to feel needed and usefuV *7 

Throughout life feeling needed and useful is fundamental to 
emotional health. Teachers recognize this when they give a discouraged 
slow-learner some little job within his capacity, such as wiping the 
blackboard or emptying the wastebasket, and praise him for carrying it 
out responsibly. During maturity the business of bringing up a family 
and earning a living almost automatically satisfies the need to be 
needed. 

Then comes compulsory retirement, equivalent to saying, “You’re 
no longer useful.” As time passes, an older person can come more and 
more to feel “on the shelf,” for our society has no real place for the 
aging. Someone, or the older person himself, has to create one for the 
sake of his morale. 

Since 111 4 »ur culture getting money for what one does is an important 
sign that an individual is productive, paid work of some kind gives 
obvious reassurance. But this is not always feasible or even desirable, 
as in the case of a housewife who never did have any paid job and does 
not want one. There are other ways in which older people’s need to 
continue to feel needed and useful can be met, among them volunteer 
service, church, and civic activities. Some are able to feel needed and 
useful through helping their children or doing neighborly kindnesses. 
The means are less important than the good feeling they bring about. 

Is it true that retirement is sometimes followed by a rather rapid de- 
cline in health and spirits? 

Yes. Recognition of this has made many industries encourage their 
employees to prepare for retirement. One large company surveyed its 
retirees and found that those who had made retirement plans well 
ahead of time were enjoying a more successful ictircment than those 
who had not. A guideline for a mentally healthy retirement is that one 
not only should retire from but retire to something. 

Does the aging process involve th^ development of certain personality 
traits which affect the behavior of older persons? 

No new personality traits develop as a person grows older. What 
happens is that during the younger years personality traits that were 
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not very prominenti show up more and more. A stereotype of what 
“old folks are like” is as untenable as what thirty-year-olds are like. 
The aging process does not turn an aggressive, dynamic young woman 
into a calm, resigned old lady who sits with her hands folded like 
Whistler’s mother, nor an interesting, affable middle-aged man into a 
cranky old bore. 

Does the memory grow poor? Why can some aging persons remember 
the distant past better than the recent past? 

Less is scientifically known about memory in aging than in youth. 
Loss of memory does nor, however, seem to be a major factor in mental 
decline, for older persons do relatively better in vocabulary and infor- 
mation tests, which involve memory, than in other types of mental tests. 

When an aging person is unable to remember recent events or facts, 
it is not so much due to difficulty in retaining new associations as it is 
in forming them. Another cause of seeming forgetfulness is that the 
older one is, the more one has to forget: a mass of remembered material 
accumulated over the years gets in the way. Also, what happened or 
what was learned in the distant past may have been much more im- 
portant at the time and made a much deeper impression than anything 
in the recent past. Unconscious emotional factors may make an old 
person, as it may a younger one, unconsciously want to forget. There 
might also be deterioration in the nervous system, although Q^xcept in 
cases where there is disease this is likely to be minor. 

Can new skills be learned or new subjects studied, effectively, by the 
aging person? 

Yes, as many aging men and women enrolled in adult education 
classes throughout the United States can testify. In many fields, experi- 
ence and judgment acquired over the years more than make up for 
slightly decreased speed in learning. The important thing for effective 
learning and study in the later years is that the learner must really want 
to know the new subject or acquire the skill. With proper motivation, 
the handicap of age can be negligible. The famous painter, Grandma 
Moses, is an often-cited example of someone who acquired a new skill 
late in life: she had her first art exhibition when she was eighty. 
Although the talent of a Grandma Moses is a rarity, more ordinary 
mortals need not resign themselves to believing “You can’t teach an old 
dog new tricks.’’ Human or canine, you can teach him any new tricks 
he really secs a point in making the effort to learn. 
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Are there certain mental disarders^-neuroses and psychoses^-^hich 
afflict the aging especudlyf 

The two most common mental disorders which afflict the aging 
especially arc cerebral arteriosclerosis and senile psychosis, sometimes 
called senile dementia. Among persons sixty-five or over, admitted for 
the first time to public mental hospitals, 85 per cent have one of these 
diseases or, since they can occur in combination, both. 

In arteriosclerosis, the arteries of the brain harden and not enough 
oxygen reaches the brain for it to function properly. Although in the 
long run the condition worsens, it fluctuates and the patient has periods 
of clarity and improved thinking. 

Senile psychosis involves impairment of brain tissue. This condition 
becomes progressively worse. Both ar ter ioscl erotics and seniles usually 
suffer from confusion, restlessness, and impairment of memory. Arterio- 
sclerotics tend to have more recognition of their limitations than seniles 
do. 

The decreased resistance of older people makes them more vulner- 
able than ycuiiger ones to psychoses caused by infection, toxins (poisons 
formed in the body), head injuries, and circulatory disturbances, al- 
though such psychoses are by no means limited to old age. Two diseases, 
uremia and diabetes, are the most common causes of mental disorders 
resulting from metabolic disturbances (disturbances in the chemical 
processes of living cells). Uremia nearly always is recognized before 
there arc mental symptoms. Diabetes may be undetected in the absence 
of medical examination. 

Mental disorders that arc the product of knoAvii physiological change 
are called organic; those in which known physiological damage or 
deterioration is absent or minor and incidental, arc called functionjil. 
Because of their special insecurities and deprivations, the aged are 
subject to functional disorders but these disorders in themselves are 
not special to old age. 

One neurosis more common in later life than in the earlier years is 
hypochondriasis. The chronically complaining old person, deprived of 
outlets for his energy and interest, centers his thoughts upon himself 
and his body. Another neurosis— insomnia— although encountered in 
the young, occurs particularly in the person whose remaining years on 
earth are surely few and who is afraid to go to sleep because he equates 
sleep with death. Depression is another common neurosis of the aged, 
but it is not limited to the aged. Many other neuroses of the aged are 
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simply intensifications and manifestations of neuroses that had been 
present lifelong but in the more active life of before had been success- 
fully concealed or disguised. 

How prevalent is mental disorder among the aged? 

It is difficult even to make an educated guess. 

Are *‘mental breakdown^* more frequent among the aged living in 

cities than among those in rural communities^ 

One might surmise that the stresses of city living would bring 
about more “mental breakdowns’* than occur in the country. But there 
is really no way of telling. Records of some public mental hospitals do 
show that more patients come from urban than from rural regions, but 
admissions to mental hospitals do not afford a valid measure of break- 
down. 

What the mental hospital admissions reflect are a variety of family 
and community situations. Often it is easier to keep a mentally dis- 
ordered old person at home in the country than it is in the city. On the 
other hand, psychiatric outpatient clinics readily accessible in a city 
may prevent breakdown; in a rural region, with the nearest psychiatric 
facility hundreds of miles distant, the old person, untreated, may go 
from bad to worse. The reputation of the particular state hospital 
affects both urban and rural family decisions on whether to have an 
elderly relative admitted. The extent of families* education and their 
favorable or unfavorable attitudes toward psychiatry also influence 
admissions. Further studies which take into account all the variables 
are needed before this question can be answered. 

Are the aged today in better physical health than were the aged of 

former times! 

On the whole, yes. The average older person stays on his feet and 
is able to do much more for himself later in life than was formerly the 
case. The appalling number of aged men and women bedridden in 
nursing homes and hospitals for the chronically ill seems to give the 
lie to this affirmative answer. But one has to remember that these 
persons would not have been alive at all in another day. They would 
have died of pneumonia or one of the now-conquered infectious 
diseases or of a chronic disease, e.g., diabetes or heart trouble. 
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How is life expectancy changing from former times! How is it likely 

to change in the next generation! 

It is lengthening spectacularly. Fifty years ago the average Ameri- 
can could not expect to live past forty-eight. Today the average life 
expectancy is about seventy, and in the year 2000, it will be eighty-two. 
These figures, of course, reflect the decline in infant mortality. But life 
expectancy for the aging is improving regardless of factors that bring 
up the general average. In 1900, a sixty-five-year-old male could expect 
to live only eleven and a half more years, a female, twelve years and 
two months. In 1900, the men in this age group could expect to live 
another thirteen years, and the women, fifteen and a half years. 

With continuing scientific advances in eradicating infection, prevent- 
ing cancer, and controlling the degenerative diseases, it is predicted that 
by the end of the century life expectancy may approach one hundred 
and twenty years. 

Is the tendency to long life inherited! 

The everyday sayings, “I come from a long-lived family,’" or “The 
best way to insure yourself a long life is to choose your ancestors 
wisely,” have a sound basis. Studies reveal overwhelmingly that the 
tendency to long life is inherited. 

Is the attitude of the community changing toward the aged! 

The community is beginning to recognize the special needs of a 
formerly overlooked group. As recently as fifteen to twenty years ago, 
few beside social workers and philanthropic groups, usually denomina- 
tional, gave any heed to the older person’s need for “somewhere to 
live, something to do, someone to care,” as the Quakers put it. 

Now, increasingly, communities have recreational facilities for the 
aged such as Golden Age centers and hobby shows. They provide serv- 
ices like Friendly Visitors, Visiting Homemakers, and meals-on-wheels, 
which enable old people to live in their homes. Some employment 
services and some medical centers give specialized attention to older 
men and women. The community is more alert to the necessity for 
licensing and supervising nursing homes than it was when most states 
gave the sick aged less protection than the patrons of saloons. Public 
housing is no longer geared exclusively to the young: the number of 
units designed especially for those over sixty-five is increasing; so are 
the retirement hotels and villages, both commercial and non-profit. 
Although community facilities for the aged are still woefully inade- 
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quate, and old people are not sufficiently integrated into community 
life, at least their existence is now recognized. Indeed, they are often 
referred to as a '‘community problem.” 

Some of the awareness of the aged and their needs has been stimu- 
lated by the efforts of a handful of forward-looking, dedicated persons. 
Some is the effect of senior citizens' organizations that vociferously 
make themselves heard— and use their votes. Perhaps most of the aware- 
ness is the result of the “population explosion” of aged men and women 
who, with the rapid increase in their number, seem suddenly to be 
about. One aged person in twelve of the total population, one in every 
seven adults, means there are more than twice the proportion of aged 
people than there were in 1900. 

Is there less respect for the aged now than there was in previous 
generations? 

While an occasional old person may get great respect from the 
community and have influence in it, there probably is less community 
respect for the aged, now, than there used to be. For one thing, elderly 
people are no longer rare and precious, as when relatively few of them 
survived. Nor are they as useful as they were in simpler, rural civiliza- 
tions, where their experience and skills commanded deference. Modern 
industry puts a premium on quickness and energy, qualities which 
decrease with aging. Youth is catered to and glamorized with a conse- 
quent downgrading of age. 

Is the attitude of the family and the individual changing toward the 
aged? Is there less homage given the aged relative than in previous 
generations? 

Not as much as is generally thought, sociological studies indicate. 
Many persons idealize the family of the past as embracing aged parents 
and aunts and uncles and grandparents, in contrast to the fathcr-mother- 
children family unit usual today. Actually, the latter type of family was 
quite well established in the nineteenth century and most of today’s 
old people grew up in it. 

Another prevalent popular idea is that grown sons and daughters 
do not love their aging parents as much as aging parents were loved 
in previous generations; that they selfishly “get rid” of them I)y “dump- 
ing” them in nursing homes and .mental hospitals, whereas iix the 
past, feeble, forgetful old people were tenderly cared for in their 
children’s homes. As a matter of statistical fact, about the same pro- 
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portion of old people in the population live with their children as 
did one hundred years ago. 

Attitudes involving parents originate in childhood and, basically, 
are probably not too different from what they always were. It is 
circumstances and practicalities that are changing. The cool hand of a 
loving daughter on an ailing white-haired mother’s brow, for example, 
is no substitute for modem nursing skills, and paying for care in a 
nursing home may represent just as much devotion and sacrifice as 
taking Mother in. A city apartment or a small suburban ranch house 
cannot accommodate the aged in the same way as a sizable frame 
house with several stories and a veranda. Married women out working 
—usually because they badly need the money— cannot be on guard lest 
Grandpa forget to turn off the gas. 

I.ess homage is apparently given to aged relatives than in previous 
generations. Again, this may not evidence a change in basic attitude 
as much as in customs, for "Honor thy father and thy mother’’ goes 
deep in almost everyone’s fundamental emotions. Formerly if a young 
person t«<is noi "obedient to elders’’ or failed to "show respect,” he 
let himself in for punishment. Present-day families are not required 
to sit silent while Grandpa is pronouncing words of wisdom: indeed, 
with the acceleration of technological and scientific changes, he is 
more likely to be looked on as an old dodo, who, if he wants to learn 
something, ought to listen to the others. Withal, nearly 2,300 retirees 
surveyed in a Cornell University study considered their relationships 
with their children satisfactory, and 92 per cent specified that they 
believe their children respect them as much as they should. 

Why do so many people feel so strongly negative about the marriage 
of an aging person? Are elderly marriages foolish or improper? 

One reason is the cult of youth. Romance is supposed to be a 
monopoly of the young, and there is a long-standing notion that it is 
somehow disgusting for an aging person to be attracted by the opposite 
sex. 

Grown children often object to the remarriage of a parent for addi- 
tional reasons. They may feel that it is disrespectful to the memory 
of the parent who is gone, regardless of the fact that no higher com- 
pliment can be paid to a deceased spouse than that marriage was so 
satisfactory an experience it bears repetition. Or a son or daughter 
may have the image “My Mother” or “My Father,” with accent on 
“My,” and so be shocked and repelled by the image of the parent as 
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an independent person with a full life of his or her own. Some adult 
children, in a concealed way or openly, fear that inherited money will 
not come to them, especially when a prospective stepmother is young 
enough to start a second family. On the other hand, if an elderly 
parent’s second spouse is also elderly, the children may be afraid that 
someday they might have two decrepit persons on their hands. 

A foolish or improper marriage is foolish or improper at any age, 
and similarly at any age one that is good and desirable remains good 
and desirable. Congeniality, companionship, the desire for one’s own 
home, financial security, and sheer relief from loneliness, in addition 
to sexual desire or even where there is little or none of it, are all valid 
reasons for marriage in later life. 

Heu the moderate financial security now so prevalent (through social 
security benefits and retirement plans) affected the aged in their feeU 
ings about themselves? Has this financial security affected the quality 
of their feelings about others? 

They enjoy the greater self-respect that comes with knowing that 
their income is a right that has been earned rather than a charitable 
handout. Although social security payments are often inadequate and 
support them meagerly or only partly, they have some sense of in- 
dependence impossible for the penniless. Studies have shown that most 
old people prefer not to live with their children, even it they would 
have greater material comfort in their children’s homes than in their 
own. 


What is the nature of the hostile or guilt feelings that arise when 
the aged person becomes a severe financial burden to his children 
or other relatives? 

These feelings are the product of anxiety. During childhood, a 
parent or another adult relative stood for all that was strong and 
knowledgeable. When the parent or relative becomes helpless and 
incapacitated, it is frightening, and makes the child— now an adult- 
feel helpless too. Once he depended upon them. Now they depend 
upon him, and this makes him anxious as it would have during child- 
hood. Nobody enjoys being anxious. The upset son or daughter be- 
comes hostile to the aged person who has let him down by being 
dependent, and sometimes he wishes the parent would die rather than 
continue to be a financial burden. Guilt feelings result, and more 
hostility, also directed toward himself for having such evil, ungrateful 
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thoughts. Such guilt feelings may be covered up with overprotective- 
ness and an exaggerated sense of concern for the older person. 

When a mother about seventy is hospitalized, and her daughter is 
about fifty-five or fifty or even in her late forties, says Maurice Linden 
of the Philadelphia Department of Health, the situation is especially 
fraught with psychological stress. Middle age is a period with declines 
and anxieties of its own, “and the addition of new guilt feelings can 
very readily lead to depression.” 

Another cause of anxiety is the uncomfortable reminder that the 
son or daughter now having a dependent aged parent may someday 
become one himself, and that his behavior will help shape that of 
his children toward him. A Mexican legend perfectly illustrates this 
point. When Juan no longer wanted to be burdened with his father, 
he told his son to conduct the old man to a faraway mountain. “But 
so he will have some comfort, be sure to leave with him a little food 
and a blanket,” Juan said. The son returned cairying half a blanket. 
“Why do you bring that back?” Juan inquired. And the youth an- 
swered, “T nm saving it for you.” 

What attitudes make it easier for the aged person to enjoy social 
activities? 

Attitudes similar to those that a person of any age needs to enjoy 
social life, only a little more so. An older person has to be especially 
careful not to carry chips on his shoulder, and should be willing to 
go three-quarters of the way in meeting people. He must not give 
way to “Fin done for” or “What’s the use?” or “Who wants me around?” 
feelings that retirement or physical disability may have brought about. 
He must try not to be self-centered, and should avoid attempting to 
hold the floor with long drawn-out stories in general, reports of his 
physical ailments in particular. 

It is not so hard to make friends in the later years as it is to 
make the effort to make friends. Social life does not come as easily 
and as naturally to aged persons as it does to the young, through their 
schools, jobs, Parent Teacher associations and church activities, and 
older people must search for their own channels of social activity. 

Many older persons find that clubs, centers, and organizations ex- 
clusively for the over-sixty-fives facilitate social life. They are less 
diffident in associating with their contemporaries than in attempting 
to mingle, as some put it, where “I’m not wanted.” Such aging persons 
should have an exploring attitude, especially if they move to a new 
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community, and make it their business to find out what is offered for 
their age group, and where. 

Other older persons do not wish to restrict themselves to mingling 
with contemporaries. If an aging person wishes to have younger friends, 
he must not expect deference from them and he must be satisfied to 
be on the giving, more than the taking, end of the friendship. It is a 
bitter fact, in our culture, that he needs the younger people more than 
they need him, but if accepted and he is alert and interesting, the sweets 
of at least some youthful contacts can be enjoyed. 

Recent studies have shown, however, that an old person need 
not necessarily lead an active social life in order to be well adjusted 
and relatively happy. Especially in very late old age some individuals 
are serene in the enjoyment of a contemplative, solitary way of life. 

Efforts are being made in some quarters to provide the aged (after 
compulsory retirement) with jobs that are often far simpler and 
lower paying than were their lifetime jobs. Are these efforts based 
on sound theories of mental health? 

Sometimes they are not. Much depends on the individual— his 
mental and physical vigor, the type of work he has been doing, the 
demands it has made on him, and his capacity for continuing to meet 
those demands or perhaps even greater ones. 

But often the efforts to find easier jobs for the aged are realistic, 
and in such cases the answer to the above question is yes. Not only 
does our economy discriminate against the older worker, but also 
the pace and strain of work engaged in previously may be inadvisable 
now. Since studies have shown that paid work improves the morale 
of retirees, it seems better that they have some jobs rather than none. 
Quite aside from earnings, it is also likely to be beneficial for some- 
one to continue in his accustomed sphere of work, even if in a lesser 
capacity. Mental health is furthered if the placement service makes 
it part of its business to help the aging, when practical and advisable, 
to accept and adjust to simpler and lower paying jobs than the ones 
they held during their pre-retirement life. The adaptation they may 
need to make is not dissimilar to the adaptations they have had to make 
in connection with other pursuits, such as giving up strenuous sports. 

Is there any inherited tendency in the mental disorders of the aging? 

Inherited tendencies may be among the many factors that play 
a significant part in the mental disorders of the aging. 
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What is **second childhood**? How does it manifest itself? 

This is an unfortunate expression. There can no more be a 
second childhood in the life cycle than there can be a second puberty 
or young manhood. An aged person has had too much wealth of 
experience to be considered identical with a child. What is popularly 
meant by second childhood is technically known as regression (a going 
back). The aged person displays behavior that has a superficial re- 
semblance to the behavior of early childhood. Since younger psychotics 
sometimes likewise regress, it is possible that an element in such 
behavior may be an escape from the reality that is intolerable. What 
is known but little understood is that regression is the result of severe 
organic impairment. 

Regressed old people may play with toys, whimper, pout, and in 
general act heedlessly. They lack judgment. As children do, they love 
to hoard worthless objects. The regular cleanup in ♦^he geriatric ward 
of all good mental hospitals is a source of anguish to regressed patients, 
but it has to be done for the sake of sanitation and the reduction of 
fire hazards. 

Some old people refuse to eat, as a bid for attention, and must be 
spoon-fed. But others who must be spoon-fed have lost the coordina- 
tion to feed themselves. Similarly in some cases incontinence (wetting 
and soiling) is a bid for attention and is correctable with training. In 
many cases, however, it is due to sheer loss of bodily control and is in 
no way the old person’s fault. 

Why do some aged persons become vindictive, greedy, nosy, or mean, 

when this behavior is unlike that of their previous years? 

Such persons always had these unpleasant traits, but when they 
were younger they had the emotional strength and the motivation to 
hold them in check. They might have lost spouses, jobs, and friends 
had they given way to these traits. When they no longer are, or need 
be, concerned with the impression they make, their controls arc gone 
with the wind. Former president of the American Psychiatric As- 
sociation, Arthur P. Noyes, has remarked, “The older a man grows, the 
more like himself he becomes.” 

Why do some aging persons display increasing repetitiveness in 

certain habitual actions and movements? 

Repetitive movements such as floor-pacing, hand-wTinging, or foot- 
tapping, may serve to reduce tension at any age. With older persons. 
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repetitiveness may simply be comfortable. They have so much difficulty 
in forming new ideas and habits that it gives them reassurance to 
continue ‘‘in the groove.*’ Tedious repetition of oft-told tales may be 
associated with memory loss or an old person’s wanting to make him- 
self noticed. 

What accounts for the fact that some aging persons forget their own 
names and addresses, even such facts as how many children they have 
had, or other vital family facts? 

This is a result of confusion, which goes hand in hand with 
memory loss. When memory loss is this severe, it cannot be con- 
sidered part of the normal aging process. Perhaps not enough oxygen 
is reaching the brain because of arteriosclerosis, or there may be an 
acute infection or toxicity, or metabolic disturbance because of mal- 
nutrition, disease, or chronic brain deterioration as in senile psychosis. 
The aged person’s psychological state, long-standing or present at the 
time marked loss of memory begins, may contribute to the condition. 

Why do some older persons wander off from home, or get up in the 
middle of the night and go out into the street? 

According to Ewald Busse, Duke University Medical School, in 
the aged, a desire to wander is the equivalent of “wanderlust,” the 
German expression for the normal yen to travel. Just as most of us 
enjoy the opportunity to get away from problems and at the same 
time experience new excitement which we can report to someone 
else so, in the old person, wanderlust takes the form of just wandering 
or walking about the neighborhood. “When the wanderlust appears 
in an old person,” Busse writes, “it indicates that certain things have 
not been adequately supplied to him. He feels that he has no significant 
role in his home environment and that he is not getting the new 
experiences in that setting that he requires. The person wandering 
about does not really know what he is looking for but must do some- 
thing to reduce tension even though little will be accomplished by 
walking or driving around.” 

Also, wandering may be the product of just plain confusion. Cerebral 
arteriosclerotics have a tendency to reverse day and night; they sleep 
by day and tend to wander by night. Sometimes an aged mentally 
disordered individual on the go docs not know where or why he or 
she is going. Others have an idea as to where they want to go but not 
how to get there and wander somewhere else. 
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Why are habits of personal cleanliness and tidiness sometimes aban^ 
doned where there seems no bodily enfeeblement to account for such 
behavior? 

Unsavory personal habits may be part of regression: general im- 
pairment of judgment prevents a person from realizing what he looks 
and smells like. Old people chill easily and their skin is dry with 
the result that many find bathing uncomfortable. The sense of re- 
jection by the community or family, and a feeling of depression, may 
give rise to the conscious reaction, “What does it matter what I look 
like?” or the unconscious one of giving others a really good reason 
for rejection. Many elderly persons grew up at a time and in sur- 
roundings where frequent baths were not taken and they revert to 
the habits of their childhood. Also, even though there may be no ap- 
parent bodily enfeeblement to account for a change in standards of 
cleanliness, energy and strength are limited, and raking a bath or 
shower may simply not seem worth the effort required. 

Are the It' explanations for the commission of sexual offenses or 
sexual display by older persons with no history of such behavior? 

Regression and impaired judgment involve the inability to dis- 
tinguish right from wrong. The controls developed over the years are 
as weak or absent as those of a young child. Disturbed by impotence, 
unable to have sexual relations with his wife, a regressed elderly man 
may indiscriminately seek other means of sexual satisfaction, such as 
displaying his genitals, or seek unsophisticated objects of his need, 
such as children. Some do not differentiate between little boys and 
little girls just as very young children in their sex play do not either. 
The moral breakdown that occurs with brain deterioration may occur 
in a man who is still potent, but whose wife L uninterested in sex, 
or dead, and when he cannot find an adult woman as a sexual partner. 
Sometimes old men considered to be deliberately displaying their 
genitals before children merely want to urinate, but are too regressed 
to consider when and where. 

Are these mental disorders more common to aging men than to aging 
women? 

As reported, they certainly seem to be. More indignation is 
aroused by men’s sexual aberrations than by women’s. The homosexual 
man, for example, is much more the target of public indignation than 
is die homosexual woman. The police, reflecting community attitudes. 
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are readier to arrest an older man who seduces a young girl than an 
older woman who seduces a young boy. 

But even with the distortion caused by such attitudes, and in the 
absence of comparative statistics, probably there still are more aging 
male sexual offenders than female, according to Benjamin Karpman, 
an authority on sexual offenders. In our culture, he finds, women are 
more repressed sexually than men. Therefore, they tend to satisfy 
sexual drives more through masturbation than through offenses against 
others. 

Do some aged persons with mental disorders become dangerous to 
themselves? 

Definitely. One of the least spectacular but greatest dangers is 
starvation or semi-starvation. Large numbers of the aged persons ad- 
mitted to mental hospitals are seriously undernourished. Often poverty 
is the cause. But even where there is enough money to buy the right 
kind of food, a disorganized, confused, perhaps physically infirm old 
person is unlikely to make the effort to get it, prepare adequate meals 
or, indeed, even realize when it is time to eat. 

Wanderers may be oblivious to the hazards of city or highway traffic. 
Forgetful, confused old men and women neglect to turn off the gas, 
to run cold water with the hot, or to lock doors in delinquency-infested 
neighborhoods. Such incapacity to assume everyday responsibility can 
also be dangerous to others, especially if the older person is left in 
charge of children. 

If, like psychotics of any age, an elderly mentally disordered person 
has delusions (fixed ideas unrelated to reality), he may do harm to 
someone he mistakes as an enemy or take appalling chances at the 
command of his “voices.” 

Do some aged persons with mental disorders become dangerous to 
others, particularly children? 

The danger that senile sexual offenders present to children has 
been greatly exaggerated. As a rule, the damage to children exposed 
to the aberrations of old men has resulted more from the way the 
episode was dealt with by parents and in court than from anything 
directly hurtful to the child. A common sex offense among aging re- 
gressed men is exhibitionism, that is, displaying the genitals. Rarely do 
exhibitionists make any move for direct contact. When parents, police, 
and the community calmly take the attitude about exhibitionism or 
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fondling such as— “the poor old man is sick, pay no attention, we’ll 
try to see that he doesn’t do it again,*’— the child comes off better 
emotionally than when she has to tell the story over and over again 
to her parents, the police, a court, and perhaps others, or is treated 
at either extreme such as “bad” or “a poor, poor abused darling.” In 
the study made by Kinsey, women who, during their childhood, had 
had sexual advances made to them by older men, reported little psychic 
damage unless a great to-do had been made of the incident. 

Is the rate of suicide of the aging different from the rate of suicide 
of the population in general? 

In all countries where suicidal rates have been studied, there is a 
peak that shoAvs up in late-middle age or old age. Awareness of mental 
and physical decline, loneliness, forced idleness, inability to adapt to 
changes in the conditions of life, and incurable disease probably ac- 
count for this more often than psychosis. 

Can an aged person ‘*lose the will to live^* and so die? 

Yes. Doctors and nurses who care for the aged in institutions often 
express surprise at how tenaciously most of them cling to life even in 
the face of incurable illness and no family ties. But occasionally some- 
one, often a person in relatively good health, feels that life has nothing 
more to offer. The wish to die, in younger people, may or may not be 
granted, for the body fights back. When an aged person loses the Avill 
to live, however, death comes with astounding rapidity. Science has no 
explanation for this. 

Why do some aged persons seem to turn on the very person who is 
giving them the most attention and affection and care-~and so make 
life miserable for this person? 

Such reactions are sometimes combined with organic losses, espe- 
cially of hearing and vision, but, according to Busse, are rooted in the 
insecurity, loneliness, fears, and unfulfilled wishes of old people. 
Usually they occur in an aging person who for some time has been 
suspicious, and inclined to blame others for his failures. When with 
advancing age his social and financial situation changes, he does not 
look on the decline realistically but interprets it as failure. He feels 
that the younger people around him are responsible for this. They are 
jealous of his own superior endowments and abilities, and spitefully 
prevented his using them. The solicitous care he gets may be distorted 
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as an envious attempt to keep him down, and tenderness may be mis- 
interpreted as a cover-up for evil designs to prevent him from having 
the place in the world that he warrants. Therefore, the person who gives 
him the most attention is the one who most arouses his suspicion and 
hostility. 

TV hat are the tensions , and what are the rewards, for the aging 
living in a three-generation household with children or other relatives? 

Each individual and each family is so different that no generaliza- 
tion can apply to all three-generation households. However, studies 
have shown diat old people stay healthier and live longer when they 
maintain their own homes, and that the great majority of them prefer 
not to live with their children. Loss of independence and some in- 
evitable loss of privacy underlie most of their tensions. 

A person who has established ways of doing things over many years 
has to adapt to the ways and routines of the new home. An older 
woman, especially, often finds it hard not to be its mistress. The 
tension is likely to be greatest when the oldest and the middle genera- 
tions have different social and economic standards, for instance, rural 
versus urban, or a former unskilled laborer versus a successful business- 
man or professional man. Food, conversation, family activities, and the 
community may seem alien. Particular difficulties tend to occur if the 
older persons were immigrants and lean toward old-country ways: they 
are likely not to feel **at home’’ at home. If the age gap between the 
oldest and middle generation is very great, tensions tend to be intensi- 
fied. 

Often the oldest generation is troubled by “the way the children are 
brought up.’’ The grandchildren, who were sheer delight when seen 
occasionally, may be disturbing because of their noisiness, mishaps, and 
misbehavior. Adolescents in the household arc likely to be particularly 
trying to resident grandparents. 

Even if the younger generations are devoted and considerate, the 
old person in the household may have a miserable sense of not be- 
longing. In our culture the family does not automatically incorporate 
the aged nor define their place in it. As soon as children leave the 
parental home, and especially when they marry, they become a separate 
family unit. When an aged person’s grown children entertain friends, 
for example, he may be troubled as to his role. Should he join in 
their conversation and parties (which may not even be congenial to 
him)? If he does, will his children and their friends feel they can 
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be themselves? If he does not, might he hurt the feelings of the 
younger persons on whom he is dependent? If he, or more likely she, 
offers to help in the household, might it be taken as implicit criticism? 
Without helping, is he or she a “burden’*? 

On the other hand, for some persons the rewards of living in a 
three-generation household outweigh the tensions. Someone who has 
had a lifelong tendency to be dependent may enjoy the security and 
comfort it affords. Where a grandparent is really needed— for instance, 
if a parent is dead or a mother is working— there can be great rewards 
in feeling still wanted and useful. And, although the aged do not 
enjoy “living through their children** nearly so much as most younger 
persons fancy, granted a right to their own identity, interests, and 
pursuits, they may enjoy a heartening sense of participation in vigorous, 
ongoing life. 

What are the possible effects on the aged of living in apartment 
communities specifically for the aged, or homes for well people who 
are elderly? 

Although in each of these living situations old people live among 
others of their age group, essentially the situations are different. The 
residents of an apartment community are independent, and free to 
come and go and set their time schedules as they please. At the same 
time they have readily available companionship and social life without 
the strain of trying to keep up with others who have much more 
energy than they. Where the apartment community is near enough 
the community at large for the elderly to venture forth into it, they 
can have the contacts with young people and children that they may 
Avant, yet arc spared the annoyances of tripping over tricycles in hall- 
ways or children’s noisiness. Usually the effects of living in an apart- 
ment community for the aged arc desirable. 

Residence in a home for the aged always involves renunciation of 
full personal independence. For some pensons the sense of security 
and protection may make up for this loss. Generally, however, the 
longer an old person remains on his own the better. The better homes 
for the aged do everything possible to prevent residents from sinking 
into apathy, depression, and greater dependence. They have excellent 
activity programs and a minimum of rules and regulations and protec- 
tiveness. They respect the individuaFs need for privacy and they en- 
courage him to have community contacts. 

But in too many homes for the aged there is stagnation. Buildings 
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which are hangovers of another day enforce isolation; either they 
are likely to be far from the mainstream of community life or in old 
areas deteriorated into slums, into which residents dare not go. In- 
stitutional furnishing may deprive residents of the personal possessions 
that mean so much to old people. Where there are not single rooms, 
old p>eople are also stripped of privacy. Where there is a lack of 
programs to stimulate social activity, there is little of it. Large rooms 
for sitting and social activity have long been the order of the day but, 
by and large, these are empty or nearly empty at almost any hour. Rigid 
rules about such matters as the time of rising and retiring, to just what 
level the shades must be pulled, in what weather residents may not go 
outside, or when they may and may not have visitors, heighten leelings 
of dependence. In general, the effects of living in the run-of-the-mill 
home for the aged are liable to be undesirable. 

Is it likely to he frightening or disturbing to the aged to leave 

familiar living quarters behind, and move, late in life? 

Much depends on whether the individual was always someone who 
liked to move about or one who disliked change, but in general, no. 
This is so in spite of the fact that mortality statistics among patients 
sixty-five and over admitted for the first time to public mental hospitals 
are shocking, and sometimes interpreted as an affirmative answer to 
this question. In 30 of 35 states reporting, 30 to 60 per cent of such 
patients survived less than a year after admission; in 20 of 35 states, 
20 to 40 per cent died within three months. But these pitiful old people 
are special cases. Many arrive at the hospital in a serious state of mal- 
nutrition. Many are ill physically. Some are in advanced stages of 
senility or arteriosclerosis. Because of confusion and delusions it is 
difficult if not impossible for them to adapt to new surroundings. Com- 
pounding all this may be the emotional devastation of feeling rejected 
by their children, and the shock and stigma that they are considered 
“insane.” 

Most aging persons adjust quite well to new living quarters. Usually, 
even with initial protest or upset at being placed in a home for the 
aged, they soon settle down, often more happily than in the place they 
lived before. Many get a new lease on life when they pull up their 
roots and start fresh in a new community. Thousands of vigorous, busy 
senior citizens, who have transplanted themselves to “the retirement 
states”— Arizona, California, and Florida— far from being frightened or 
disturbed by the change, are stimulated by it. 
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Haw can relatives tell whether an aged person, suffering from the 
difficulties of advanced age or a mental disorder, should he cared 
for at home, in a nursing home, or in a mental hospital} 

There can be no blanket criterion. Placement in a nursing home 
or mental hospital should always be determined by a combination of 
family and social circumstances and medical or psychiatric diagnosis. 
If the aged person lives in a relative’s home, each family must ask 
and answer for itself these questions: 

“If he needs constant care, are we able personally to give it, or pay 
for it at home?” 

“Is home care adequate, or might he be helped by skilled nursing 
and psychiatric care?” 

“Will continuity of care be better assured in an institution? Suppose 
one of us got sick—suppose the nurse or companion or maid quits?” 

“What works out best budget-wise?” 

“Is my aged relative dangerous to himself or to others in the 
household?” 

“Does his presence seriously interfere with our family life— for in- 
stance, our teen-agers’ parties?” 

“Would his heart be broken if we removed him from our home? 
Or does he feel that he is a burden to us and would he welcome removal 
to an environment especially created for people like himself? Is he 
really happy among younger, more vigorous persons?” 

“How do his needs balance with the needs of our family as a whole?” 

If the aged person is living in his owm home, the decision should 
be made on the basis of the answers to these questions: 

“Does he relish independence? Do the values of his continuing to 
live on his own outweigh those of his living in a physically protective 
environment?” 

“Might he be able to continue to maintain his own household with 
some help, such as visiting nurse service, homemaker sei*vice, or fre- 
quent visits and help in housecleaning and cooking from younger mem- 
bers of the family?” 

“Is he dangerous to himself because almost continuously he does not 
know who or where he is or does not eat, wash, or pay attention to 
bodily functions, or dangerous to others because of extreme absent- 
mindedness or delusions?” 

Whether the move being considered is from the aged person’s own 
home or from a relative’s, the quality of the nursing home or mental 
hospital to which he would be moved should influence a family’s 
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decision. Some such institutions give nothing more than physical care, 
and often even that is not good. Others offer excellent programs of treat- 
ment and rehabilitation. 

What agencies and individtuds me there in the community to help 
relatives to decide whether to keep an aged person at home or to 
place him elsewhere? 

Relatives can get medical advice from a general practitioner, 
psychiatrist, or internist through referral by county medical societies. 
Family Service agencies and mental health associations and clinics have 
social workers on their staffs who arc skilled in helping clients to size 
up their family situations, clarify their feelings, and come to their own 
decisions. The social workers in Public Welfare departments, expe- 
rienced in dealing with people in difficult circumstances, can also be 
helpful. The local Public Health Department and the Visiting Nurse 
Association have nurses who often know the nursing home and 
hospital facilities of the community. A church, especially one whose 
clergyman has had training in the relationship between religion and 
mental health, can be a bulwark against guilt feelings of troubled 
relatives wondering what is the '‘right*’ thing to do, and a source 
of strength whichever the decision. 

Is psychiatric treatment ever recommended for minor maladjustments 
in the aged person? 

Yes. Minor maladjustments. in the aging are often mistaken for 
the onset of senility. Often when they are corrected in time through 
psychotherapy, senility never occurs. When there is no brain deteriora- 
tion, and sometimes even if there is, buried emotions can be helpfully 
brought to light and attitudes altered. Several specialists report great 
success with group psychotherapy with the aging. In the comfortable, 
reassuring company of their contemporaries, aged people are able to 
talk freely about themselves and one another and gain insight into 
their problems. 

Can psychoanalysis he useful for elderly neurotics? 

Formerly it was thought not. Sigmund Freud himself believed 
that an old person was too set to change, and that the mass of material 
accumulated in his mind during his many years of life was so great 
that the time needed to work through it would be virtually intermi- 
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nable. Of recent years, however, psychoanalysts have reported good re- 
sults with elderly patients. The usefulness of this particular form of 
psychotherapy nevertheless is limited because it is too expensive for 
most elderly persons and because psychoanalysts can carry only a few 
patients in any given period. 

If an aged person suffers a “mental breakdoivn/^ is he incurable! 

Not necessarily. With therapy, about a third of persons sixty-five 
or older may be expected largely to recover, about a third to get vastly 
better, and about a third to show little or no change or get worse and 
probably to die in the hospital. These expectations of response to 
therapy are practically the same as those for other age groups. 

Are there many cases where an elderly person sent to a mental 

hospital recovers and is sent home? 

The answer to this question is difficult to pinpoint. Many patients 
of all ages arc relcased—that is, not discharged, but still carried “on the 
books” of the liospilal—without having really “recovered.” Sometimes 
this is because they have improved sufficiently not to need hospitaliza- 
tion any longer, sometimes because living outside the hospital is thera- 
peutic, and sometimes, where the elderly are concerned, to free over- 
burdened staff to (oncentrate on younger patients whose cases are 
considered more hopeful. 

A relatively small proportion of the elderly patients in mental 
hospitals is released. Some of those who are released— in six states more 
than half— go to nursing and foster homes. But in most of the thirty- 
five states reporting on the matter, by far the greater proportion of 
released older patients return to their own homes. 

What are some of the important treatments for the mental disorders 

associated with aging? 

Although perhaps with some adaptation and a different emphasis, 
the treatments for the aging arc the same as for mental disorders at 
any age. 

Particular attention is given to building up elderly patients* physical 
health. Often these patients enter a hospital suffering from a com- 
bination of malnutrition and inactivity. A proper diet is vital. Many 
disturbed aged improve so quickly in a hospital that in addition to 
good nursing and an environment which is psychologically harmless. 
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eating better seems to be the main agent of healing. Good general medi- 
cal care and minor surgery to reduce discomfort may improve the 
mental outlook of an old person even more than they may that of a 
younger patient. 

A kindly, permissive atmosphere, in which the aged person’s foibles, 
eccentricities, and incompetencies are uncritically accepted and in 
which he does not have to compete with the young, lays the groundwork 
for resocialization— a regained interest in others and participation in 
a group. Some elderly patients get great therapeutic benefit from 
volunteering to help care for patients more infirm than they. 

Psychotherapy, individual or group, is a very important form of 
treatment. Electroconvulsive therapy has been found useful in treating 
depressions and psychoses in even quite old patients. Where there is 
brain tumor, the treatment is surgical. Chemotherapy (treatment with 
drugs) includes antibiotics when the mental disorder is caused by in- 
fection, and tranquilizing and antidepressant drugs, some of which 
improve circulation to the brain. 

Activity therapy geared to aged patients’ capacities aims at stimulat- 
ing minds and bodies and encouraging social activity. Among its many 
forms are recreational therapy, music therapy, and occupational therapy. 
Even passive recreation like entertainment may be therapeutic by spark- 
ing imagination or arousing dulled interests. Some hospitals feature 
mixed social dancing in their geriatric service. Many older patients 
flatly refuse to embark on crafts new to them, but skilled occupational 
therapists help others to achieve a mentally healthful sense of accom- 
plishment and renewed self-confidence. 

Is there an average duration of senile psychoses? Does it steadily 

worsen? Is there any pattern for the running of its course? 

There is no meaningful average duration of senile psychosis, which 
continues for the rest of the patient’s life. Patients become senile at 
different ages, and how long they live depends largely on the physical 
treatment and care they gci. The disease steadily worsens. Its pattern 
is one of gradual and progressive deterioration. 

If someone lives long enough, is he bound to become senile? 

No. Persons may reach such advanced ages as the upper nineties or 
even one-hundred-plus, yet never exhibit the symptoms associated with 
a senile psychosis. 



ALCOHOLISM 

by EBBE CURTIS HOFF, Ph.D,, M.D. 

Medical Director, 

Division of Alcohol Studies and Rehabilitation, 

Virginia Slate Health Department; and 
Chairman, Department of Neurological Science, 

Medical College of Virginia 

What is alcoholism? 

There is no simple definition of alcoholism. For practical pur- 
poses, alcoholism may be defined as a chronic, progressive, psychobio- 
logical disorder characterized by (a) compulsion to drink alcoholic 
beverages excessively even though the drinking is harmful to the indi- 
vidual; (b) some degree of loss of control of drinking; (c) deterioration 
of the person’s competence in mental, emotional, physical, family, job, 
or social areas; (d) use of alcohol as a means of handling serious per- 
sonal problems. 

Alcoholism is not static but becomes progressively worse. The alco- 
holic’s drinking is a symptom of uncontrollable forces inherent in his 
illness. His drinking is not the result of simple indulgence or weak 
will and the problem cannot be solved merely by changing his habits; 
it is a pattern of behavior based upon deep psychological (and possibly 
also metabolic) needs. 

How many alcoholics are there in the United States? 

There are no direct statistics as to the number of alcoholics in 
the United States; however, E, M. Jellinek’s estimation formula, a 
study on alcoholism, suggests that approximately 4,500,000 people in 
the United States are problem drinkers, that is, persons suffering from 
major difficulties associated with their use of alcohol. 

What are the distinctions between the moderate drinker, the heavy 

drinker, and the alcoholic? 

The moderate drinker is a person who uses alcohol only for a mild 
lift, relief of fatigue, and as an adjunct to social relations. Moderation 
excludes any use of alcohol for a “jolt” or to get “high” or “tight.” 
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The heavy drinker, however, drinks to the point of being “high,” 
although he may have a considerable tolerance to quite laige amounts 
of alcohol. A heavy drinker may from time to time get drunk. Heavy 
drinkers are distinguished from alcoholics in that the former appear 
to have control over their intake although they may become dependent 
upon alcohol in the sense that they would be uncomfortable without it. 

Alcoholics are distinguished by their inability to control the amount 
they drink or the drinking occasion. The control may be so defective 
that even one drink will always lead to a “drunk.” Other alcoholics 
find they can “nip along” for several days or weeks before they lose 
control. The loss of control may be such that the victim cannot with- 
stand the first drink even though he knows it will lead to a “spree” 
with all the attendant suffering. In the case of the alcoholic, the drink- 
ing problem rarely remains static. The illness has a progressive course 
in which more and more serious loss of control (with “benders” and 
sprees) and more and more grave psychological, physical, social, and 
family problems supervene. 

Can drinking, in certain circumstances, be beneficial to a moderate 

drinker ^socially, psychologically, or physiologically? 

This is a highly controversial question about which many able 
and thoughtful people hold differing opinions. The use of alcoholic 
beverages medically is becoming less common, and yet many physicians 
believe that, especially for older people, a drink in the evening or with 
meals promotes well-being, better appetite, and sound sleep. It seems 
certain now that alcohol docs not have any specifically vasodilator effect 
upon diseased coronary vessels, but alcohol may be prescribed for those 
who have had coronary attacks. Its value here is chiefly as a mild tran- 
quilizer acting to allay anxiety. The physiological benefits of alcohol, 
if any, are probably minimal. Nevertheless, many moderate drinkers 
feel that they enjoy a social drink for the promotion of fellowship that 
ensues. Probably the chief benefit of alcoholic beverages— used mod- 
erately— lies in the mild relief of tension. 

Is the rate of alcoholism rising? 

At present, the most reliable evidence indicates that since World 
War II the rate of alcoholism, although it does fluctuate, has remained 
relatively stable. 
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Is alcoholism affecting new or different groups? Women? The young? 

It appears that alcoholism is becoming more widespread in our 
culture. It is by no means limited to any particular group, such as 
''skid row*' outcasts, but is reported among church members, members 
of professions, successful businessmen, etc. This may trace partly to the 
fact that today people are not afraid to admit they are alcoholics and 
are asking for help and being identified. 

It is difficult to know just what the rate of alcoholism is for women. 
There are said to be about five alcoholic men to one alcoholic woman 
in the United States. Probably the true ratio is in the direction of a 
higher proportion of women than this estimate indicates. As women's 
status in American society becomes more like that of men, the propor- 
tion of female alcoholics will probably become more comparable to 
that of male alcoholics. 

In the public voluntary clinics, one receives more and more requests 
for help from alcoholics under twenty years of age. Probably these 
young people are more willing to come for help than were such young 
alcoholics a i* vv years ago. Still, it does appear that the actual number 
of teen-age alcoholics is increasing. There have been reports of even 
younger victims in France, where serious symptoms of alcoholic with- 
drawal have been found in children who had a heavy wine intake. 

Is alcoholism primarily a physical or a psychological problem? 

Probably both. Certainly, the alcoholic has physical, psychological, 
social, family, job, and other problems. As to the underlying causes of 
his alcoholism, it seems probable that there are a complex of metabolic, 
social, and psychological factors. 

Is there a type of person who seems to tend toward alcoholism? 

The search for an “alcoholic type" has not yet uncovered any 
psychological or physiological characteristics that are exclusively ap- 
plicable to alcoholics. In common with nonalcoholics, many alcoholics 
show such characteristics as dependence, immaturity, psychosexual 
problems, and vulnerability to tension and anxiety. 

Is the tendency toward alcoholism inherited? 

This has not been proved although it has been advanced as a 
theory. It has been hypothesized that because of some inherited meta- 
bolic defect— as in the body's enzymes or vitamin metabolism— certain 
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people are more likely than others to become alcoholics. Recent animal 
studies show genetic differences in the capacity of some animals to 
utilize alcohol in the body. 

The genetic theory of alcoholism suggests several important research 
problems. One of these problems is to investigate in animals of differ- 
ent genetic strains whether there are differences in the animals’ capacity 
to tolerate alcohol safely. In these animals it would also be important 
to correlate differences in genetic strains with the animals’ preference 
for alcohol or other liquids and with the concentration in the animals’ 
bodies of alcohol-metabolizing enzymes. If such enzymes should show 
greater activity levels in alcohol-tolerant genetic strains of animals, 
these enzymes might be administered to human alcoholics therapeu- 
tically. 

Does alcoholism develop at a specific time of life? 

The origins and early stages of alcoholism are to be found in youth 
(and even childhood), and many alcoholics in their teens and twenties 
now seek help. In public clinics, alcoholics from teens to late sixties 
or even seventies are found. The most frequent age of alcoholics seek- 
ing help in public clinics is from thirty-five to forty-five for men— 
slightly older for women. Thus these alcoholics are appearing in greatest 
numbers at the age of maximum productivity and at the period when 
involutional changes (changes at the time of the menopause in women 
and the climacteric in men) begin to affect the person. Most of these 
patients report that they have hatf trouble with their drinking for about 
five to ten years. 

Are there certain circumstances that seem to precipitate alcoholism, 

e.g., grief, failure, unhappiness? 

Almost any event or feeling— pleasant, unpleasant, or just boring- 
can precipitate drinking by an alcoholic. We are still ignorant of the 
basic causes of alcoholism. Alcoholics are usually depressed, unhappy 
people and may have become alcoholics in the first place through at- 
tempts to relieve their sense of inadequacy and their chronic unhappi- 
ness by the use of alcohol. 


Is there a larger percentage of alcoholics in any one economic group? 

Authorities believe that this is not so. Alcoholics are found among 
rich, poor, and middle-income groups. There are said to be higher 
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rates of alcoholism in certain occupational groups, e.g., painters, brick- 
layers, newspapermen, etc. One reason for this may be the irregular 
character of their jobs with respect to pay, working hours, and level 
of activity. It is believed by some that newspaper work, for example, 
by reason of the many crises it presents, is especially stressful to persons 
who may be vulnerable to alcohol addiction. 

Traditional and cultural factors may contribute toward alcoholism 
in jobs where heavy drinking is a custom. 

Are there any national groups that have a significantly higher rate of 

alcoholism? If so, which are they and what causes this higher rate? 

Yes. Alcoholism rates arc higher, for example, in France and in 
the United States than they are in Italy. Recent studies show that 
higher rates are as.sociated with greater public tolerance of drunken- 
ness. Whether or not this is the cause of the higher rates is not certain. 

Wluit i.ffects does alcohol have on the body? 

The effects of alcohol on the body can be considered from the 
point of view of the immediate effects (over a period of a few hours) 
of drinking and the long-term effects of several years of alcohol use. 

The immediate effects of alcohol are produced mainly through alco- 
hol’s action upon the central nervous system. Alcohol depresses impor- 
tant nerve systems in the brain that normally act to excite, inhibit, and 
control the orderly function of the cerebral cortex. Therefore, the 
early effects of alcohol are feelings of relaxation, calming of rvorry and 
anxiety, release of tension, and dulling of fear for the future. There 
is often a sense of gaiety and buoyancy and a feeling of being impor- 
tant, on “top of the world,” and master of one’s situation. Judgment is 
soon impaired, and there is often an unrealistic overconfidence. As the 
alcohol level in the blood rises, coordination of movements is inter- 
fered with along with sensory functions— seeing, hearing, etc. Finally 
there is stupor and coma, and the person is “dead drunk.” The nervous 
mechanisms controlling breathing may be so anesthetized that the per- 
son dies. Other acute effects of alcohol include increase in urination 
through an effect on the pituitary gland. 

The long-term pathological effects of overuse of alcohol are prin- 
cipally upon the brain and the liver and are due probably to interfer- 
ence with nutrition and metabolism. 
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Why do alcoholics seem to require larger and larger amounts of alco^ 

hoi to obtain only the same amounts of pleasurable effects? 

Up to a point, alcoholics find that their tolerance of alcohol may 
increase. Alcoholics often say that they used to be able to drink their 
friends “under the table.” As their illness proceeds, they find some- 
times that the pleasurable effects become briefer and that although they 
drink more, this does not necessarily bring greater or more prolonged 
pleasure. Later they drink just to keep the tremors and delirium away. 
We do not know why the alcoholics' response to alcohol changes in 
this way. 

What effect does alcohol have on a personas sexual drive and capacity? 

In some people, certain amounts of alcohol may relieve anxieties 
and inhibitions in such a way as to increase sexual drive. Some people 
do use alcohol for this purpose. In general, however, alcohol acts as a 
sedative; but, although it may increase sexual interest, it tends to re- 
duce sexual performance. Alcoholics report that during their drinking 
periods they are not able to achieve sexual consummation as they 
would like. Generally, a drinking alcoholic is an undesirable sexual 
partner. 

Does alcohol affect one^s ability to work effectively? 

This depends upon the pattern of drinking. Used in moderation 
(not to getting high or tight) alcohol has no effect upon most people's 
day-to-day work performance. Heavy drinking and alcoholism do, 
sooner or later, adversely affect the'ability to work effectively. Many 
people do use alcohol to try to keep themselves going ai their jobs. 

Does alcohol affect a person's ability to do physical labor? 

In some cultures it was formerly thought that alcohol imparted 
strength and was necessary for those who did heavy physical labor. In 
some wine-drinking countries, the idea still prevails: “Wine is a source 
of strength.” There is no scientific evidence that this is true. Alcohol is 
a source of calories, but is inferior to other foods as a source of energy. 

Does alcohol interfere with the performance of routine mental and 

manual chares? 

Yes. This depends on the amount taken and the rate at which 
the alcohol level of the blood is built up, as well as on the personality 
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of the individual. Some of the earliest effects of alcohol are on judg- 
ment, insight, motivation, and attention. 

Why does driving a car become hazardous when a driver has been 
drinking? 

Mainly because, even after a few drinks, attention wanders, con- 
cern for safety and caution tend to be impaired, and judgment becomes 
faulty. This happens even before impairment of motor coordination 
and slowing of reflexes. Some people, after drinking, become exceed- 
ingly cautious; others take the wheel with grandiose self-confidence. 
The problem of drinking and driving is complex and difficult because 
so many people do drive after one or two drinks. 

Can alcohol help to inspire the creative worker? 

Some creative intellectual workers say that a few drinks help them 
to think better and to produce at a higher level of excellence. To the 
extent that alcohol may initially overcome anxiety and depressed feel- 
ings, it may lielp a person to get started at a task and to “inspire'' him. 
The trouble is that it also (if he takes enough) fogs his mind, resulting 
in inferior output. 

Js it true that some writers^ artists^ poets, and musicians have created 
successful and even masterly works of art while under the influence 
of alcohol? If true, why? 

This has been claimed. Certainly many writers, artists, poets, and 
musicians have been alcoholics. Alcoholism, however, generally is asso- 
ciated with progressive deterioration of artistic production. As to the 
creation of masterly works while under the influence of akohol, if this 
is true it probably has to do with the release of inhibitive factors that 
prevent the artist from functioning when sober. Most creative writers 
and artists find that what they write, paint, or compose when really 
drunk looks or sounds very poor and foolish in the sober light of day. 

Why do some people become surly, belligerent, and cruel when drink- 
ing, though agreeable when sober? 

Hostile feelings such as suspicions, paranoid feelings, and jeal- 
ousies that are suppressed while sober are often released and acted 
out when drunk. When drunk, a person— through release of inhibitions 
by alcohol— is more likely to respond impulsively to environmental 
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Stimuli than when he is sober. This does not necessarily mean that 
alcohol reveals the “true self." It does mean that under the conditions 
of disturbed cerebral cortical functions caused by alcohol, unresolved 
feelings, conflicts, and desires may be expressed— -usually not in a way 
that solves them. Thus, the drinking experience does not help a person 
to grow and mature. 

Why are crimes of violence sometimes committed— under the influence 
of alcohol— by persons without a background of aggression or crimu 
nality? 

The restraints imposed by social consciousness and sensitivity to 
others’ rights and feelings can be overthrown by the influence of alco- 
hol. It should be said, however, that the person who commits a serious 
crime of violence while under the influence of alcohol is probably an 
individual whose personality is disturbed even when sober. 

Why do some persons, when drinking, commit an act of marital infi~ 
delity that they would probably not have carried through when sober? 

Drinking can arouse sexual desire and numb a person’s moral 
qualms. It seems likely, however, that in cases of marital infidelity 
drinking is not so much a cause of infidelity as an incidental accom- 
paniment. 

What is the cause of alcoholic stupor? 

The alcoholic stupor is caused by widespread anesthesia of brain 
mechanisms. The person in a stupor or coma is not far from respiratory 
paralysis and death. 

What is the nature of the loss of memory, during a period of drinking, 
that afflicts some people? 

Alcoholic stupor is to be differentiated from the “memory black- 
out,” a condition characterized by lapse of memory during a drinking 
period. The victim walks and talks or even drives a car but later has no 
memory of what happened. This is a serious sign that alcohol has begun 
to affect the brain adversely. The memory blackout is caused by the 
fact that alcohol has selectively anesthetized the brain mechanisms 
serving the functions of awareness and recall without destroying the 
capacity to act in response to stimuli. 
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Why are pregnant women advised not to drink alcoholic beverages? 

Usually, because it is considered that alcohol in the fetal blood- 
stream exerts unfavorable physiological effects upon the unborn baby. 
This problem requires further study. 

Would the mother^s drinking have a psychological as well as a physical 

effect upon the unborn baby? 

Probably not, unless the drinking is grossly excessive, sufficient to 
cause brain damage. Further investigation of this matter is needed. 

Aside from moral aspects, is alcohol dangerous to children? 

In some cultures, e.g., French, children customarily take wine 
diluted with water at meals. This practice, even among young children, 
has prevailed for centuries in France and has been said to be harmless. 
More recently, it has been asserted that alcohol is bad for children 
because it deprives the child of nutritional requirements necessary to 
healthy development. 

Does heavy drinking cause any changes in the body after a time? 

It can. Some individuals appear to drink heavily for many years 
and are apparently unaffected, but others are not so tolerant of heavy 
drinking and may show damage, e.g., to brain or liver. 

Are ulcers the residt of heavy drinking? 

The causes of peptic ulcers in man are not known. Ulcers can be 
produced experimentally in dogs by heavy alcohol ingestion, but there 
is no good evidence that drinking causes ulcers in man. People some- 
times drink to try to assuage the pain and other symptoms of ulcers, I)ut 
it is found that drinking may make the condition worse. 

Do some people really get a red nose from excessive drinking over a 

long period of time? 

Yes, sometimes. This is an effect upon the skin blood vessels and 
is not well understood. 

Can excessive drinking damage the brain? 

Yes, it can. Probably it is not the effect of the alcohol directly, but 
rather the action of metabolic and nutritional defects associated with 
or caused by alcohol. 
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Is it true that when a drunken person has an accident, such as a fall 
or being struck by a car, he is less likely to be injured than if he 
were sober? 

No. People under the influence of alcohol are very vulnerable to 
accidents, and drunkenness is a cause of large numbers of cases of acci- 
dental injury and death. 

At what point can it be said that a person is no longer a heatj drinker 
but has become an alcoholic? 

The changeover really comes when the person loses control of his 
intake. An alcoholic drinks when he does not intend to and drinks 
more than he plans to. His drinking becomes irresponsible. 

Does association with heavy drinkers cause a person to become an 
alcoholic? 

Probably not directly. The causes of alcoholism are to be found 
within the individual himself— psychological and metabolic factors. 
Social causes are probably operative also, and association with heavy 
drinkers may trigger off a drinking spree in an alcoholic. For the 
causes, however, one must look more deeply. 

Does growing up in a family that has a heavy drinker or an alcoholic 
cause a person to become an alcoholic? 

Growing up in such a family* can cause a person to have exag- 
gerated feelings about alcohol. Some people from this type of family 
become ardent teetotalers. Also, a child of an alcoholic parent may— 
because of complex factors of identification— seem to imitate the parent 
and eventually become an alcoholic. 

Does growing up in a family of teetotalers, where drinking is strongly 
forbidden, cause a person to become an alcoholic? 

It does happen that alcoholics sometimes come from families 
that have feelings against drinking. It is not known whether such a 
family actually causes a member to become an alcoholic. It is possible 
that rebellion against restrictions and lack of warmth and affection 
may be factors. There is, however, no a priori reason why an abstaining 
family should be more likely to produce alcoholic offspring than should 
a drinking family. 
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Does overwork, and the subsequent effort to relieve tensions, cause 
alcoholism! 

This sometimes appears to be a cause if one reviews case histories 
of alcoholics. It is more likely that the person overworks for the same 
basic causes (compulsions, guilt, etc.) that also lead him to seek relief 
through the use of alcohol. 

Does the fear of not being able to meet one's obligations and responsu 
bilities cause one to become an alcoholic! 

Feelings of inadequacy are expressed by alcoholics and these feel- 
ings are to some extent relieved by drinking. Fear of inadequacy may 
be a part of the complex combination of causes. 

Is there any physical reason why one person becomes an alcoholic and 
another, who also drinks, does not? Any psychological reason! 

Specific physical causes of alcoholism (such as metabolic, nutri- 
tional, and hormonal factors) have not yet been clearly established. It 
does seem xcasonable that such factors exist. As to psychological rea- 
sons, clinical research has not yet brought to light any specific ones. 
That alcoholism is symptomatic of underlying disturbances (psycho- 
logical, physical, social, etc.) is likely. There seems to be no single cause. 

Does the alcoholic understand that he is a neurotic person, or does 
he feel he is an entirely normal person who has a bad habit! 

He may not understand. Often, an alcoholic is greatly influenced 
by the popular attitude that there is nothing wrong with him except 
that he has acquired the bad habit of drinking to excess. He believes 
that if he would only use his “willpower,** he could either stop or con- 
trol his drinking as other people do. The fact that his drinking is a 
compulsion and is out of control is an insight that he experiences 
usually only after sound psychotherapy. Without help it is difficult, if 
not impossible, for him to accept and understand that his uncontrolled 
drinking is symptomatic of psychological, social, and (possibly) meta- 
bolic disorders, affecting his life. 

If the alcoholic's drinking handicaps him occupationally atul emo^ 
tionally, and he is aware of this when sober, is it possible that he 
wishes to handicap hitnself! 

He probably does not consciously and clearly express a desire to 
drink to handicap himself. Nevertheless, this is often exactly what hap- 
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pens. An alcoholic, before therapy, may not ascribe his emotional and 
occupational handicaps to alcohol. In fact, he may feel that his drink- 
ing “keeps him going.** In a sense, this may be true. The alcoholic 
may be using alcohol to try to adjust to tasks for which he does not 
feel adequate and to attempt to deny and exclude what seem to be in- 
soluble emotional problems. Many alcoholics assert that when they 
drink they feel important, cared about, and better able to relate to 
other people. Their shyness and inferiority feelings seem to melt away 
after a few drinks. Under treatment, some alcoholics gain insight into 
the fact that they used alcohol to prevent effective dealing with their 
emotional and other handicaps. 

Could the alcoholic use his handicap to defeat his oxen ambitions? 

Yes, he could. The effects of alcohol could provide a substitute 
for whatever achievement is within his capacity. Under the influence 
of alcohol, the alcoholic may feel that he has already achieved the com- 
fort and happiness that others derive from their daily struggle with the 
ordinary tasks. The alcoholic often shuts himself off from the whole- 
some job of planning his life goals in terms of attainable objectives. 

If he were afraid of love, could the alcoholic hide inside his handicap 

by making himself unlovable? 

Yes. His alcoholism— which would serve to make him an unac- 
ceptable person in his family, job, and community— might simply re- 
inforce his own sense that others' do not love or appreciate him, that 
he is different from others, or that he does not fit in. This would drive 
him further and further into himself— all his misfortunes and other 
persons’ criticisms of his behavior confirming that the world is against 
him. 


Many alcoholic zvomen and men have young children whom they love. 
How is it possible for them to continue to drink to excess when they 
know they harm their children? 

Alcoholics continue to drink to excess even though they see their 
own health being ruined, their careers turned to dismal failure, their 
marriages wrecked, and their children deprived of the physical and 
emotional support they need. Nor are alcoholics unaware of what is 
happening. Indeed, they suffer from remorse, guilt, confusion, and 
perplexity. They often ask themselves the same question: “Why do I 
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do this, knowing it is destroying all that I am and have and bringing 
shame and misery upon those I love?*’ If some alcoholics have not 
asked this question, it is because they must hide from themselves the 
true situation; but even when they do ask the question, they don’t stop 
drinking. This speaks for the compulsive nature of their behavior. An 
alcoholic’s drinking is so much out of control that responsible drink- 
ing is impossible. 

Is the alcoholic generally hardheartedf 

Not any more than anyone else. When drinking, an alcoholic may 
exhibit emotional extremes. He may be overgenerous, friendly in a 
superficial, fatuous way, and show poor judgment. Sometimes the 
spouse of an alcoholic complains that when the alcoholic stopped drink- 
ing, his personality seemed to change for the worse; he became hard 
to live with. This may be true when the alcoholic cannot achieve a 
happy sobriety. Sometimes such a change in relationship develops be- 
calise the spouse cannot accept the husband or wife as a growing, 
maturing person. 

Is the alcoholic generally selfish? 

The alcoholic is probably about as selfish as most people. He is 
said to be characteristically sclf-centcied, but it is unwise to ascribe 
any particular personality qualities as typical. If the alcoholic is more 
self-centered than most people, it may be because he is frequently so 
anxious and tense and feels so concerned about himself. 

Does the alcoholic drink to excess in order to indulge in behavior he 

would not approve of xvhen sober? 

Yes, he may. Or, just as likely, he may drink to do things he is 
afraid to do when sober. There is no question that alcoholics, Avhen 
they drink, behave inappropriately. Their judgment is impaired, and 
they often get into trouble. Alcoholics do try to stay out of trouble and 
frequently they learn to drink under circumstances that they consider 
safe, for example, in a hotel room. 

Do some alcoholics hide---in drink— iheir fears about their masculinity? 

Psychological tests carried out on alcoholics reveal that many have 
an inadequate sense of their own masculinity or show^ other evidence 
of psychosexual conflict. It would be a mistake to say, however, that 
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all people with psychosexual problems become alcoholics or that one 
of the essential causes of alcoholism is, for example, latent homo- 
sexuality. 

Some alcoholics are latent or practicing homosexuals, and some may 
be fearful of their own sexual orientation. Usually, however, such fears 
are not recognized by the patient; most alcoholics’ conscious fears are 
in other areas. 

Is the alcoholic unable to face realities about himself^such as hatred 

for a parent or guilt for some wrongdoing? 

Yes. Alcoholics often find it intolerable to face themselves as they 
actually are. They cannot accept their feelings of hatred, anger, jeal- 
ousy, and guilt. When faced with undesirable feelings about parents, 
spouse, or boss, for example, they may get drunk rather than examine 
their feelings. It is as if they believe that such feelings should be dis- 
missed as wrong— that one should not “feel that way.” Perhaps they 
fear that such feelings will lead them to impulsive actions they will 
regret— actions that will increase their guilt and sense of worthlessness. 

What happens to the **cured*^ alcoholic who has been using drink to 

hide from himself? 

Alcoholics who really use effective psychotherapy learn to take 
regular inventory of their lives and when they discover they arc wrong, 
they admit it and, if possible, make amends. This can be called true 
sobriety. Such a persc:)n strives daily to become the kind o{ person who 
can live without alcohol. He tries to change the things that he can and 
should change, to accept as inevitable the things he cannot change, and 
he strives to discriminate between them. vSuch a sober alcoholic achieves 
a kind of serenity that permits him to face his fears and desires, and 
although he is still far from perfect in his understanding, he persists 
from day to day in his sobriety. Some alcoholics who are not so fortunate 
may stay “dry” for long periods but remain chronically unhappy, bur- 
dened with fears, and oppressed with unsatisfied desires. 

Are there substitute activities that the alcoholic might adopt? 

Alcoholics who are “dry” but unhappy and who have not yet 
achieved a productive sober life may become victims of other com- 
pulsions, such as compulsive eating, gambling, and overwork. Some 
become chronically ill, for example, with peptic ulcers, hypertension. 
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or cardiac disturbances. Some have psychotic breaks. The sober alco- 
holic who receives effective help usually engages in many forms of 
healthy substitute activity that replace the drinking pattern. He loses 
himself in his work, community service, Alcoholics Anonymous, hob- 
bies, and wholesome homelife. 

When the alcoholic no longer seems to try to keep his excessive drink- 
ing a secret, is he deliberately choosing to show it to those around him? 

He may be. Most likely, however, he has reached the point where 
concealment is not possible any longer. In the interests of his own pro- 
tection, the alcoholic usually tries to hide his drinking from family, 
employer, and friends; but prolonged sprees, loss of time from work, 
loss of jobs, and family disruption eventually make this impossible. 

(]an displaying himself as helplessly drunk in the company of family 
and friends ever he a sign that the alcoholic zuishes help? 

The alcoholic may be trying to say he needs aid. However, to 
make this an etfex tive appeal, the alcoholic must be helped to recognize 
that he does indeed need therapy. 

in the extremes of alcoholic halhzchuition {as in delirium tremens), 
the alcoholic has terrifying visions, often of reptdsive small animals. 
IVhat causes delirium tremens {the d.tJs)? 

Delirium tremens usually occurs within three or four days after 
an alcoholic stops drinking following a heavy drinking period, but may 
appear while the patient is still drinking. As the alcohol leaves the 
body (all the alcohol is cleared within about 24 hours) the nerve cells 
of the brain emerge from the anesthetizing effects and then go through 
a phase of overactivity that is especially marked in some alcoholics. 
Delirium tremens can be partly explained as caused by this overactivity 
in the brain areas responsible for hearing and vision. Instead of simply 
being sensitive to light and noise stimuli as in an ordinary hangover, 
the brain interprets sounds and visible stimuli (lights and shadows) as 
terrifying hallucinations. 

What can account for the fact that the hallucinations of alcoholics 
seem to he rather similar? 

The hallucinations of alcoholics are mainly visual and auditory, 
i.e., they involve seeing and hearing. Sometimes they concern the senses 
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of touch, taste, and smell. For the most part, the experience of hallu- 
cinating is awe-inspiring and fearful and the hallucinations themselves 
unpleasant; but pleasant hallucinatory experiences are also reported. 
The content of the experience varies. Human beings, animals, and 
things may be seen or heard; they may be large or very small. Some- 
times color is impressive. The people or objects are frequently threat- 
ening and condemnatory. The hallucinatory material may be a com- 
plex result triggered off by visual or auditory stimuli— moving shadows, 
lights, or sounds in the person's room. It may also arise entirely within 
the individual's disordered brain. Some alcoholics continue to halluci- 
nate for many weeks or months, and in such cases a differential diag- 
nosis, perhaps of schizophrenia, is to be considered. 

To the extent that hallucinations of alcoholics are all rather similar 
(although varying within the limits indicated), the explanation must 
lie in the fact that heavy alcoholization and withdrawal affect the 
nervous and brain organization in a characteristic way. The differences 
in the individuals’ symptoms may be ascribed to cultural, educational, 
and psychological diflEerences. 

Is the alcoholic in danger of committing suicide during these hallu- 

cinationsl 

Yes. He may be told to destroy himself, and may feel so con- 
demned that suicide seems the only course. 

Is the alcoholic a danger to others during the state of d.t.'sf 

Yes. The content of his hallucinations may lead him to attack those 
around him. 

f 

Can an alcoholic be cured of drinking without his knowledge and 

cooperation? 

No. The rehabilitation of an alcoholic depends upon his own 
motivation and efforts, preferably in cooperation with his family, all 
working in coordination with a competent therapist. 

Is tftere any drug that can be added to his food or drink secr^ly that 

will make him turn against alcohol? 

No. This is a dangerous and foolhardy practice that should be 
condemned. Such a method can only fail. 



Alcoholism 


195 


Is there any drug that the alcoholic can agree to take that will make 

him allergic to alcohol? 

Yes. The drug, disulfiram (Antabuse), can be taken by the alco- 
holic. This drug l)y itself, taken daily in proper dosage, does not have 
any noticeable effect. However, it renders the person sensitive to 
alcohol with the result that if he drinks, he gets— within a few minutes— 
a violent reaction in which his skin blood vessels dilate, his blood pres- 
sure falls, and he experiences headache, dizziness, faintness, nausea, 
pounding heart palpitations, and other acute, dramatic, and frighten- 
ing symptoms. This Antabuse-alcohol reaction lasts about one hour 
and leaves the individual limp and exhausted. 

The best way for most alcoholics to use Antabuse is as a means of 
self-enforcement of their own motivation for day-to-day abstinence. 
Ideally, the patient should monitor his own daily administration of 
Antabuse: that is, he should not delegate the responsibility for his 
taking the drug (and hence for his own sobriety) to any other person. 
Rightly used, Antabuse is not a kind of ‘'policeman" but becomes an 
adjunct by which the patient ensures his sobriety a day at a time while 
he works on his problems. The patient takes his Antabuse each day 
after having reexperienced the conviction that he is indeed powerless 
over alcohol and that his life with alcohol has become unmanageable. 
He then decides that he wishes to try another day of sobriety. If he can 
accept this, he takes the Antabuse and does not have to worry about 
the matter again until the next day. Another chemical substance, cal- 
cium carbamide (Temposil), acts much like Antabuse and can be used 
in the same way. 

What is the rate of success of treatment with Antabuse? 

Antabuse is an adjunct to therapy. The rate of success with its 
use depends upon the individuals, the treatment setting, and the total 
treatment plan. In our controlled study of Antabuse, in which indi- 
viduals began treatment in the hospital and continued for a year or 
more in an outpatient clinic, it was found that 7G.5 per cent of 1,020 
persons using Antabuse showed benefit as contrasted with 55 per cent 
of persons who showed improvement in a group of 484 controls. These 
differences are statistically significant. The follow-up record of the 
Antabuse group is also better than in the control group. Persons in 
the forty to forty-four-year age group were the most successful in treat- 
ment in both the Antabuse and control groups. An important factor in 
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the greater success of the Antabuse group seems to be that this treat- 
ment method attracts the more highly motivated alcoholics. 

Will the alcoholic stop drinking if he can become convinced when 
sober that his drinking is harming himself and those around him? 

He may. He will surely not work seriously at his problems unless 
he is convinced that he is harming his own life and the lives of those 
around him by his drinking. The best and most effective motive for 
sobriety is the conviction that one’s own life, health, and welfare abso- 
lutely depend upon it. The therapist can help his patient strengthen this 
motivation. 

Is an alcoholic ever sincere when he promises his loved ones, or his 
employer, that he will stop drinking? 

Yes, very often. It is characteristic of an alcoholic to feel that his 
most recent bout with alcohol will be his last one. He is particularly 
likely to feel this way just after recovery from a drinking spree. Some- 
times he makes such promises to get his family and employer “off his 
back,** but quite often he really believes he can stop by himself. He 
seems to want to underestimate the problem. Frequently he will say, 
“If I keep away from that first drink, I know everything will be all 
right.** And, at first, he usually does not face the fact that abstinence 
will bring new problems unrelated to drinking. The role of the thera- 
pist is partly to help the patient to adjust to the problems of an 
alcohol-free life. 

Does it often happen that alcoholics can, alone and by using their 
willpower, stop drinking to excess? 

If asked how they propose to stop drinking, many alcoholics will 
assert that they intend to exert their willpower to avoid alcohol and 
that they need no outside help. This approach is rarely successful for 
more than a limited period. Some alcoholics, however, after making 
their decision to stop drinking, do stop permanently, apparently with- 
out any therapy. In such cases, probably, there are unrecognized thera- 
peutic factors acting in these individuals* lives. 

What is the record of success of the special **rest homes,*' where an 
alcoholic stays long enough to be *‘dried out"? 

There are no reliable figures for the overall success of special rest 
homes devoted simply to drying out the alcoholic. Probably the sue- 
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cess rate is fairly low because persons who are sent to such homes tend 
to be motivated toward handling the immediate acute drinking epi- 
sode only. It is now recognized that treating an alcoholic only for his 
drinking episodes is inadequate. A planned, continuing program of 
rehabilitation is essential. 

What is Alcoholics Anonymous or A.A.? 

Alcoholics Anonymous is a fellowship of people banded together 
for the purpose of maintaining their sobriety. Founded in Akron, Ohio, 
in 1935, A.A. now has approximately 300,000 members in groups 
throughout the United States and the world. There are no dues or any 
membership requirements other than a sincere desire to stop drinking. 
Information about this organization can be obtained by looking under 
A.A. in the telephone book. A.A. functions with a minimum of organi- 
zation. It is not officially connected with any groups— religious, medical, 
or other. It does not sponsor causes, discuss any issues, or get involved 
in controversies. It cooperates with doctors, nurses, clergymen, or any 
others who try to help alcoholics. A central feature of A.A. is the 
anonymity of its members, none of whom pretend to speak for the 
organization. There is a central office, the General Service Board of 
Alcoholics Anonymous, 305 East 45th Street, New York 17, N.Y., from 
which additional facts may be obtained. 

What is A,A.*s record of success in the curing of alcoholics! 

One of tlie strengths of A.A. is that it keeps no records of success; 
therefore, formal figures do not exist. Nevertheless, it is apparent that 
thousands of alcoholics have found and maintained their sobriety 
through the A.A. program. A large number of A.A.'s members are 
living alcohol-free lives. 

What are the methods by which A, A. has been able to terminate 

destructive drinking? 

The remarkable success of A.A. can be accounted for in large 
measure by the friendly, noncondemning, helpful fellowship it offers. 
Any alcoholic who wants help will find an A.A. member ready to call 
on him and give him aid. In the A.A. group meetings, the new member 
finds others who have been through experiences similar to his owm, 
and who share with him the steps that have led them to sobriety. He 
selects a sponsor, who becomes his special friend and counselor. In 
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A.A. he learns that the members find support for their own sobriety in 
helping other alcoholics, and in living their lives in the present (a day 
or even an hour at a time), not bemoaning the past or cringing before 
the future. They pray for serenity to accept those things they cannot 
change, courage to change those things they can, and wisdom to dis- 
tinguish between them. 

At the heart of the A.A. program is a scries of suggested steps. These 
steps begin with alcoholics’ admission that they are powerless over 
alcohol and that their lives have become unmanageable. They rec- 
ognize that a Power greater than themselves could restore them to 
sanity, and they turn their will and lives over to the care of God as 
they understand Him. Then follows a searching moral self-inventory, 
admission to God and another human being of the exact nature of 
their wrongs, the making of amends wherever possible, continuing 
personal inventory, and prompt admission whenever wrong. The core 
of these steps is spiritual. Through prayer and meditation the A.A. 
members seek to improve their conscious contact with God as they 
understand Him, and they ask for knowledge of (iod’s will for them 
and for power to carry out that will. Having experienced a spiritual 
awakening through these steps, they try to convey this message to 
alcoholics and to practice these principles in all their affairs. 

Can marriage counseling help an alcoholic who is having marriage 
difficulties because of his drinking? 

Yes. In a family where orw spouse is an alcoholic, there often are 
complex problems arising from the alcoholism itself, in addition to 
problems that predate it. A helpful marriage counselor will be alert 
to the needs of such a family and will use judgment in referring mem- 
bers for treatment. In many families the nonalcoholic member needs 
therapy just as much as or even more than the alcoholic himself. 

What are the problems that might arise within the family of the alco- 
holief How can the family learn to deal with them? 

Problems arise associated with the alcoholic’s failure as a bread- 
winner, for example. There may be financial distress and actual want. 
The family suffers from neglect and emotional deprivation as well as 
from the alcoholic’s notorious unpredictability. On one occasion he 
may punish the children for a type of behavior, and on another occa- 
sion, leave them alone or even reward them for similar behavior. There 
may also be such problems as physical violence and desertion. 
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Families of alcoholics tend to react first by denial of the problems 
and by efforts to live normally. However, as the alcoholic's condition 
progresses, there is more and more confusion since usually the family 
docs not understand the basic causes of the difficulties. Without treat- 
ment the family may be hostile toward the alcoholic. Usually, as the 
alcoholic becomes less able to occupy a place of leadership and co- 
operation in the family, the family tends to take over responsibilities 
that he normally should assume. The alcoholic in such a family may 
be treated like a child or disregarded as ineffectual and burdensome. 
With therapy, however, the family can recognize the alcoholic's sick- 
ness and be spared the need of venting hostility upon him. So long 
as the alcoholic continues to drink, and behaves irresponsibly, the 
family must do its best to carry on in spite of him or without him or 
his leadership. This can, however, be learned and, indeed, must be 
achieved if the family is to maintain its integrity. 

A problem arises associated with the alcoholic's attempt to return 
to normal family relationships as he becomes sober and abstinent. At 
first the family may be skeptical and may exhibit a wait and sec atti- 
tude before taking him back to full status. Since the alcoholic may 
have many slips, the family will have to allow for the fact that he 
may indeed take over responsibilities only to let go of them repeatedly. 
This requires great understanding on the part of the family. Some- 
times other members of the family develop psychological and other 
problems associated with the unwanted or unusual roles forced on 
them l)y the alcoholic’s illness. Also, it is probal)ly true that some psy- 
chologically disturbed or inadequate persons tend to marry alcoholics 
or those with a predisposition toward alcoholism. 

Have any groups been organized to deal zvith the problems of the 

family? 

Yes. The Al-Anon Family Groups are a fellowship of husbands, 
wives, relatives, and friends of problem drinkers who may or may not 
be members of Alcoholics Anonymous. The members of Al-Anon are 
banded together in the effort to solve their common problems in trying 
to understand the alcoholic and to deal with their own fears, inse- 
curities, and warped personal lives resulting from alcoholism. Al-Anon 
is not a part of Alcoholics Anonymous; it is a separate fellowship. 
Both A.A. and Al-Anon are, however, closely related, and they coop- 
erate with each other in every way possible. Al-Anon is like A.A. in 
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that it stresses the anonymity of its members. Information about the 
Al-Anon Family Group can be obtained by writing to Al-Anon Family 
Group Headquarters, Box 182, Madison Square Station, New York 10, 
New York. 

The Alateen groups are made up of children of problem drinkers 
who find that meeting with children of other alcoholics is helpful. 
Even though the alcoholic parent may have joined A.A. and the non- 
alcoholic adult members of the family may have joined Al-Anon, the 
children can also play an important part in reuniting the family. Many 
Alateen groups have been formed for teen-agers and information about 
such groups may be obtained from the Al-Anon Family Group Head- 
quarters. 

How can the family help to promote the cure of the alcoholic? 

The fact is that the alcoholic will become abstinent only when he 
deeply desires to do so. The family members can help by changing 
their attitudes toward the alcoholic’s problems and by reducing their 
own anxieties and frustrations. A family’s growing understanding of 
the alcoholic’s problem may lead him to seek information or help far 
sooner than he might otherwise do. An understanding attitude may 
make the alcoholic realize that he has a drinking problem and moti- 
vate him to do something about it. The family can learn that pleading 
or censure or trying to make him stop drinking is quite ineffective. The 
alcoholic’s drinking is compulsive and out of control and there is no 
moderation for him. His only hope is through total abstinence and 
the family, by understanding this, can often be very helpful. 

Whether or not the nonalcoholic members of the family should 
drink is a matter of individual decision. Sometimes it is more helpful 
if the nonalcoholic members continue with their regular practice, be 
it abstinence or moderate drinking. Members of the family can help 
by talking such matters over in a quiet, understanding way with the 
alcoholic himself and so come to a mutually satisfactory decision. The 
family can help also by handling its own resentments of past events 
and its own anxieties for what may happen in the future and by avoid- 
ing senseless anger over the distressful things that the alcoholic does 
and says, remembering that he has a sickness. In this way the family 
can maintain its own strength and solidarity and provide environment 
that is more conducive to the alcoholic’s recovery. 
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Can psychiatry and psychoanalysis help to cure the alcoholic? 

Yes. The uncontrolled drinking of an alcoholic is symptomatic 
of underlying disturbances— probably psychological, social, cultural, 
spiritual, and metabolic in nature. Also, most alcoholics develop serious 
medical and psychological complications as a part of their illness. Psy- 
chiatry has resources that can be of powerful help in the recovery of 
the alcoholic. It is important that these resources be made available to 
the alcoholic in such form that he can appreciate and use. The particu- 
lar approach to psychiatric treatment must depend upon the diagnosis 
of the individual. In actual practice, formal psychoanalytic treatment 
for an alcoholic is not often used, probably because most alcoholics 
cannot tolerate it. Where analysis has been indicated as the proper 
treatment, however, it has been shown to be successful. 

What is the nature of such treatment? 

One of the important research problems in this field is to try to 
determine what types of alcoholics do best with particular kinds of 
therapy. I his has not yet been clearly worked out; therefore, much 
therapy for alcoholics is based on what produces best results for each 
individual. At the start, the therapist should be accepting of the alco- 
holic, noncondemnatory, and friendly. It is well that the therapist 
transmit to the patient his conviction that the patient's life is valuable 
and worth working for— that he is not an expendable reject. 

Treatment must include management of immediate problems 
of alcohol intoxication and withdrawal by appropriate medical 
means. The acute personal, family, and job problems must be faced. 
Here the cooperative efforts of a therapeutic team are usually an ad- 
vantage— the psychiatrist, internist, general practitioner, social worker, 
nurse, and clergyman w^orking together. Psychiatric treatment may 
provide support, enlightenment, stimulus to insight and growth, and 
help toward a more mature handling of life's problems. 

When does the alcoholic become ready to seek effective help? 

An alcoholic becomes ready to seek help when he begins to face, 
realistically, how unhappy and disturbed his life has become and that 
he is powerless without outside help. In A.A. this is called the experi- 
ence of “hitting bottom.” This realization of need for help may come 
after loss of a job, disruption of the home, an automobile accident, or 
a succession of disasters, when the individual begins to face the fact 
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that he cannot go on— that he must surrender his immature, self-cen- 
tered behavior and build a new way of life. 

When the alcoholic is being freed of his need to drink to excess, does 
he ever discover resistance to his sobriety from those around him? 

Yes. His drinking friends may seek to draw him back to drinking. 

Why is it that some of an alcoholic's closest relationships, based on his 
being an alcoholic, may not survive when he stops drinking? 

The sober alcoholic finds that old relationships based only on 
drinking now break or acquire new meaning. Sometimes, a drink- 
ing alcoholic has relationships that depend upon his immaturity and 
inferiority. Such relationships do not survive as he advances and grows 
as a sober person. 

Does the marriage partner or parent who seemed most to suffer from 
the alcoholic's drinking, sometimes find the sober person less ac- 
ceptable? 

Yes. Sometimes a parent derives an unconscious satisfaction in 
seeing a son or daughter kept servile, compliant, and passive as an 
alcoholic. Such an alcoholic in attaining sobriety may now become a 
quite different kind of person and even become unacceptable to the 
parent. Similarly a spouse of a sober alcoholic sometimes finds that his 
or her mate is no longer dependent and childish and hence no longer 
fulfills the spouse’s needs. Such cases point up the importance of 
therapy and counseling for both the alcoholic and the spouse (or 
parent) and for an understanding that the problems are not completely 
solved by sobriety alone. Indeed, wdth sobriety, a whole new set of 
problems come to the alcoholic and his family. 

Is it true that the curerl alcoholic cannot usually become a casual or 
moderate drinker? 

Yes. In fact, for all practical purposes, it is correct to say that the 
recovering alcoholic can never again expect to drink safely. Just why 
this is so is not known. Is there some irreversible, continuing meta- 
bolic defect? Or are there psychological scars that cannot be eradicated? 
At present, the most realistic gbals of therapy for an alcoholic must 
include the aim of helping him become the kind of person who can 
live without alcohol altogether. 
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Are there ever any spontaneous cures in which it would appear that 
(after many years of life-destructive drinking) the alcoholic rehabili- 
tates himself, or allows himself to he saved? 

Yes. Studies show that up to 10 per cent of alcoholics may ap- 
parently spontaneously stop drinking after several years of active alco- 
holism. The factors responsible for these “cures** are not understood. 

What can the community do to prevent or reduce alcoholism? The 
individual? 

Probably the most effective action the community can take to pre- 
vent or reduce alcoholism is to promote, by educational and other 
means, wholesome attitudes toward alcohol problems and sound knowl- 
edge about alcoholism. Studies show that in cultures with strong sanc- 
tions against drunkenness there are lower rates of alcoholism than in 
scK:ieties where drunkenness is acceptable behavior. 

An individual can reduce the likelihood of alcoholism in himself 
by being informed about the dangers and early signs of alcohol misuse 
and by practicing principles of sound spiritual, mental, and physical 
health in his life. Those who find themselves using alcohol to handle 
fears, anxiety, tension, and chronic unhappiness should seek profes- 
sional counseling from a clergyman, physician, or psychiatrist. 

Cmh legislation help prexjent excessive drinking? 

Yes, to a great extent it can. Legislation regulating the sale of alco- 
holic beverages and establishing taxes on such beverages can consider- 
ably influence the total sales and consumption of alcohol. The details 
of alcoholic beverage control laws are the subject of discussion and dis- 
agreement. There is divided opinion as to whether or not alcohol 
should be sold in package stores, by the drink, or in smaller-sized 
containers. It is claimed that if the control laws are too lax, excessive 
drinking, with attendant problems, increases. On the other hand, if 
taxes rise and control becomes more strict, a point may be reached at 
which illegal liquor production and sale, with resultant evils, become 
serious. 

What was responsible for the failure of the Prohibition Enforcement 
Act, which was ratified as the Eighteenth Amendment to the Constitu- 
tion in 1919, and repealed in 1933? 

Opinions vary greatly as to the reasons for the failure of national 
prohibition. It is quite obvious that the public support necessary to 
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make enforcement effective was lacking. Many people who favored 
some governmental control measures became deeply concerned when 
bootlegging and crime flourished under prohibition. It seems unlikely 
that a national prohibition law would be passed or enforced today, and 
most informed commentators on this matter state that national pro- 
hibition is not a desirable method of dealing with alcohol problems. 

How can education help to reduce alcoholism? 

The goals of education about alcohol and alcoholism are the sub- 
ject of controversy. Public education should be factual, objective, and 
scientifically accurate and should encourage careful thought and de- 
cision-making. It should be emphasized that decisions about alcohol 
are important and should be based upon sound information. 

What can parents do to help their children develop healthy attitudes 

about alcohol? 

Parents can do much by providing a loving, well-disciplined home 
in which education about alcohol is consistent with established prac- 
tices of the parents. Children should be taught the reasons for the par- 
ticular customs of alcohol use or nonuse in their own homes and how 
other practices differ from those of their family. A stable home that 
permits children to grow in ability to face responsibilities and con- 
front problems within a setting of loving interrelationships is the best 
guarantee that children will be emotionally healthy and, therefore, 
least likely to become alcoholics. 
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What is animal psychology? 

Animal psychology, or, as it is more usually called, comparative 
psychology, is the study of the behavior of animals and of the ability 
of animals, by their behavior, to adjust to the conditions of their 
environment. 

What are its main aims? 

They are to gain understanding of the behavior of animals, con- 
sidered as part of nature in which the investigators are interested; 
to investigate the relationship between the nervous system and be- 
havior; to study how other aspects of physiological functioning, such 
as the workings of the endocrine system, affect the behavior of the 
animals; to develop understanding of the way differences in the be- 
havior of different kinds of animals arc related to differences in their 
structure and physiology; to study the laws of learning and of complex 
adjtistments to the environment: and, in general, to gain understand- 
ing of the mechanisms and organization of bcha\ ior and of psychologi- 
cal processes by studying the ways in which ditteient kinds of animals 
differ, and the ways in which they arc similar, in their behavior. 

What are the different approaches or methods used in animal psychoU 

ogy? 

Different methods are used for the study of different kinds of 
problems, of different kinds of animals, and at different stages in the 
development of the same kind of animal. For example, careful observa- 
tion of the behavior of an animal in its natural setting is often the first 
stage in the formulation and investigation of complex problems con- 
cerning the organization and causaimn of its behavior. Observation 
of how the same animal may behave differently under different circum- 
stances gives clues to the understanding of what makes the animal act 
the way it does. For more refined and confident statements about the 
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causes of the animal’s behavior, however, recourse is usually had to the 
method of experiment, in which the investigator himself controls such 
relevant conditions as the age of the animal, the kind of experience 
it has had, the kind of parents it has come from, the kind of environ- 
ment in which it is tested, the kind of problems it must solve, etc. 

Some special methods might be used, and arc sufficiently character- 
istic of various schools of animal psychology to warrant special mention 
here. The maze, in which the animal must learn to find its way through 
a series of alleys in which it has a number of opportunities to choose 
between a correct and an incorrect path, is often used in the study of 
animal learning. Problem boxes, in which the animal must manipulate 
various levers in order to get out of the box, or in order to achieve some 
reward, arc also used for the study of more complex forms of learning. 
Conditioning is a procedure in which an animal gradually becomes able 
to make some response to a stimulus that was originally ineffective, be- 
cause this stimulus is repeatedly presented by the experimenter in as- 
sociation with a stimulus to which the animal already responds. This 
procedure is the basis for many studies of the limits of an animal's 
sensitivity to various stimuli, and is also used wlien studying some types 
of learning processes. The Skinner box is a device in which an animal 
performs some act, such as the pressing of a lever, and is rewarded for 
doing so by the experimenter. Systematic variation of the conditions 
under which the animal will receive a reward, and of the amount and 
kind of lever-pressing which he must do in order to receive it, have been 
the basis for many studies of animal motivation, learning, and per- 
ception. 

These methods are selected for mention, not because they are the 
only, or necessarily the best, methods in use, but because they are most 
typical of the kind of activity found in laboratories of animal psychology 
in 1962. 

Is the study of animal psychology in the United States different from 

that in other countriesl 

Comparative psychology in the United States developed primarily 
in the context of the intense interest of American psychologists during 
the early part of the century in the study of learning and individual dif- 
ferences. It was, therefore, for a long time dominated by studies of the 
“intelligence" and learning ability of animals, and the maze was the 
primary instrument associated with the study of animal psychology. 
Even in 1962, studies of problems related to learning and to problems 



Animal Psychology 207 


of “generaF' psychology, such as the nature of sensory abilities, the 
origin of individual differences in ability, etc., tend to dominate studies 
of animal behavior in the United States. 

In Europe, starting in the 1930’s, a significant interest in the study 
of animal behavior developed, not primarily among psychologists, but 
among zoologists. As might be expected in the case of zoologists, their 
interest centered on the problems of the evolution of behavior, and 
of the nature of behavioral adaptation to the animal's natural environ- 
ment. As of 1962, European zoologists are much more interested in 
problems of animal learning than formerly, and American comparative 
psychologists are much more interested in problems of naturally occur- 
ring patterns of animal behavior than formerly, but it is still correct 
to say that there is some difference in orientation between these groups 
of workers in their respective countries. 

Where is research in animal psychology primarily done? 

University departments of psychology and of zoology are the 
principal jccations of research in animal psychology. In addition, there 
are laboratories located outside of universities for the study of various 
aspects of animal psychology, particularly those with practical applica- 
tions. For example, many pharmaceutical manufacturers maintain 
laboratories foi animal psychology for the study of the effects of drugs 
upon behavior. Various government agencies concerned with the 
organization of space exploration maintain laboratories in which ani- 
mals are trained and used for the study of the physiological and be- 
havioral effects of conditions in outer space. 

What is the professional background of people involved in animal 

psychology? 

Animal psychologists arc almost invariably professional psychol- 
ogists whose training has been concentrated on experimental psy- 
chology. At present, professional status in any field of psychology, in- 
cluding animal psychology, requires possession of a Ph.D. degree. In 
addition, many zoologists, both in the United States and in Europe, 
study the problems of animal behavior. 

What is the attitude of the community and of the medical profession 

toward animal psychology? 

Most research in animal psychology is not of direct interest or 
relevance to medical research or practice. There are, however, a 
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number of types of research on animal behavior in which the medical 
profession displays a keen interest. These include studies of behavioral 
development, studies of effects of hormones on behavior, studies of the 
effects of various types of damage to the nervous system upon different 
behavioral capacities, studies of conflict and “neurosis” with animals, 
etc. 

Research in animal psychology is supported on a substantial scale 
by various government agencies, including those concerned with the 
support of basic or fundamental research, and those concerned witli the 
support of research in the medical sciences. 

What is the attitude of the psychological profession toward animal 
psychology? 

Animal psychology is a field of experimental psychology. Ex- 
periments with animals have played a role in the formulation and de- 
velopment of most of the important systematic theories of psychology. 
Psychologists generally regard animal psychology with the same atti- 
tude they have toward the general field of experimental psychology. 
Clinical psychologists, who are, of course, concerned primarily with the 
psychological problems of human beings, and academic, psychologists, 
who are concerned primarily with research and university teaching in 
psychology, tend, in general, to have somewhat different attitudes to- 
ward experimental psychology. Many clinicians are inclined to regard 
the concerns of experimental psychology as being somewhat remote 
from what they feel are the major problems of psychology, while some 
academic psychologists tend to regard the practices of clinical psy- 
chology as being, so far, inadequately grounded in scientific knowledge. 
There are, however, notable trends toward closer integration of the 
work of clinical and experimental psychologists. 

What might be the basis for a positive or negative attitude toward ani- 
mal psychology? 

Human beings are, in many ways, qualitatively different from 
even the highest and most advanced of the lower animals. The posses- 
sion of language enables the experience of one generation o£ human 
beings to be transmitted to subsequent generations through symbols, a 
mode of communication which is unavailable to any other animal. 
This fact has wide implications for the development of human intel- 
ligence and personality. 
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From these considerations, persons who feel that human beings are 
so different from animals that any study of animal behavior cannot be 
relevant to the understanding of anything important about human 
beings, may tend to feel that animal psychology is of little importance. 

On the other hand, human beings are animals, and have evolved 
from lower animals, and this evolutionary continuity is the basis for the 
feeling that the study of animal behavior is very valuable in understand- 
ing various aspects of the behavior of human beings, provided that the 
differences among different kinds of animals are given appropriate con- 
sideration, along with the similarities among them. Persons with such 
an orientation are likely to feel that animal psychology is a valuable 
and important field of psychology. 

What aspects of animal psychology have been of particular interest 
to psychiatrists? 

Psychiatrists, and students of human behavior generally, have been 
much IiiLci -Tiled in studies of instinctive behavior in animals, studies 
of conflict and “neurotic*' behavior, studies of the effects of early 
experience upon later behavioral development, studies of the effects of 
drugs upon behavior and upon the nervous system, studies of the effects 
of various types of brain damage upon behavior, etc. All these aspects 
of behavior have been actively investigated by students of animal 
behavior. Examples of some of these will be given below in sufficient 
detail to provide some idea of the relationships between animal studies 
and the various problems of general and clinical psychology. 

What have been the results of animal psychology in its application to 
the problems of psychological development? 

A number of students of animal behavior have called attention to 
the fact that, under normal conditions of development, many animals 
can learn particular kinds of things at particulaj ages. Most investiga- 
tors speak of a “sensitive period,” to describe the ages or stages of 
development at which animals are particulaily sensitive to the effects 
of particular kinds of experience. For example, newly bom or newly 
hatched young of many species of birds and mammals do not “know” 
what a member of their species looks like, but must learn this through 
their experience with their mother, or with the animal that is the 
source of their earliest feedings. In some cases, the animal's ability to 
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learn to follow or to associate with a member of its own species, rather 
than with other animals, is restricted to a short period during its early 
life. Such learning, restricted to a short period during early life, is 
called “imprinting,” and the sensitive period is referred to as the 
“imprinting period.” 

Studies of the relationship between a mother and young monkeys 
have been of interest, since they have shown that young monkeys are 
attracted by certain sensory qualities of the mother, regardless of 
whether the mother, having those sensory qualities, gives milk or not. 

Many studies have shown that the kind of environment in which 
rats, dogs, and other animals are reared during early life, has a great 
influence on their later learning abilities, perceptual characteristics, 
emotional organization, etc. 

All these studies are of obvious interest to one who wishes to under- 
stand the way in which events occurring during the development of an 
animal (or of a person) help to shape psychological capacities and 
characteristics. 

How are the results of the study of animal psychology related to the 
study of drugs? 

One of the most striking developments in psychiatric practice 
during recent years has been that of the use of drugs in ameliorating the 
symptoms of various psychiatric disorders. In particular, the types of 
drugs called “tranquilizers” are proving useful in reducing anxiety, in 
controlling the agitation of severely disturbed patients, and sometimes 
thereby making it possible for such patients to come into more 
effective contact with the world around them. The tranquilizing effect 
of one of the most popular of these drugs was discovered when it was 
being routinely tested in the laboratories of a pharmaceutical company. 
In order to determine whether the drug was poisonous or dangerous, 
doses of it were given to several “wild-caught” monkeys, which are usu- 
ally extremely dangerous animals and must be handled with great care. A 
striking effect was noted: the previously vicious and excitable monkeys 
became quiet, friendly, and tractable, without seeming in any way 
lethargic or “dopey.” Similar effects were quickly noted in human 
patients. Many pharmaceutical manufacturing firms now routinely 
test new drugs for possible psychiatric use by first administering them 
to animal subjects, in order to determine the effects of these drugs 
upon various measures of emotionality, alertness, learning ability, etc. 
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How are the results of the study of animal psychology related to the 
study of the nervous system^ 

Most of our detailed knowledge of the functioning of the nervous 
system has been gained through experimentation with animal subjects. 
Scientists who study such matters use a number of techniques: (1) if 
a small part of the brain is damaged or removed, the resulting defects or 
deficiencies in the animal’s ability to move, perceive, learn or orient, 
or to perform various “instinctive” activities give important clues to 
the way in which that part of the brain functions in the intact animal: 
(2) if small wires are implanted into specific places in the brain, it is 
possible to record the electrical activity that occurs in the brain during 
the performance of various kinds of behavior, and thus to find out 
which parts of the brain are involved, and in what way, in different 
kinds of behavior; (3) similar wires may be used to stimulate different 
parts of the brain by electric shock, and to observe what kinds of 
changes in behavior take place from thus setting into activity different 
parts of the brain. 

By such methods, it has been possible to identify specific places in the 
brain that seem to be intimately involved in the organization of specific 
kinds of behavior. For example, there are areas in the brain, the 
stimulation of which cause excessive drinking, and damage to which 
interferes with drinking behavior. The .so-called “pleasure centers” 
are areas that a rat, if given the opportunity, will strive to stimulate 
electrically; for example, the animal will keep pressing a bar indefi- 
nitely if he gets a shock in this part of the brain periodically, so long 
as he keeps pressing the bar. There are other areas that the animal 
will work very hard to avoid having .stimulated. 

Similarly, the stimulation of certain areas gives rise to apparent fear 
behavior, and damage to these areas inhibits or prevents the normal 
expression of fear and other emotions. 

Obviously, studies of the effects of damage to and stimulation of the 
brains of experimental animals, particularly of higher animals like 
monkeys and chimpanzees, whose brains resemble human brains, are 
very helpful in understanding the ways in which .accidental damage to 
the brains of human beings affects their behavior and psychological 
capacities. 
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What is meant by anxiety? 

Anxiety refers to a psychophysiological (mind-body) state that oc- 
curs when an individual experiences a sense of impending or threaten- 
ing danger. Anxiety is a normal or natural response and is as important 
to the safety and security of the human organism as is the ability to 
perceive pain. The reaction of anxiety may be of varying degrees of 
intensity, ranging from a mild sense of inner tension to extreme states 
of terror or panic. 

How does anxiety differ from fear? 

Actually anxiety and fear arc identical physiological reactions, but 
they differ psychologically. Fear is a reaction to a known, tangible, 
objective danger (e.g., Johnny is afraid of dogs), whereas anxiety usually 
refers to unknown, intangible, subjective dangers (e.g., Jack is anxious 
about the future). Sometimes the term ‘‘anxiety” is used to cover both 
kinds of reaction, but then a distinction is made between reactions to 
realistic danger-realistic anxiety— and reactions to unrealistic danger- 
neurotic anxiety. 

How is anxiety manifested psychologically? 

Anxiety is manifested in a variety of ways. Sometimes the indi- 
vidual experiences it merely as a sense of nameless dread, without being 
able to identify why, or of what, he is fearful. Psychiatrists call this 
“free-floating anxiety,” to indicate that it is not attached to any specific 
object. When an individual’s main symptom is that of free-floating 
anxiety, psychiatrists diagnose the condition as an anxiety stale. 

On the other hand, anxiety may be related to specific ideas or objects, 
such as a fear of death, cancer, high places, closed areas, etc. When the 
anxiety is attached to a specific object in this manner, psychiatrists 
generally refer to it as a phobia (from the Greek <^o/3o5-fear). There are 
numerous hyphenated Greek names for such phobias, each referring 
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to an anxiety attached to a specific idea or object, e.g., agoraphobia 
(fear of open spaces), claustrophobia (fear of closed areas), acrophobia 
(fear of heights), etc. (See Phobia) 

Whether anxiety is experienced as free-floating or in relationship to 
some specific idea or object, the subjective physiological reaction is 
the same. 

What are the physiological manifestations of anxiety? 

The physiological manifestations of anxiety can be divided into two 
main groupings: (1) those which the individual can perceive; (2) those 
which he cannot perceive. At a conscious level, the reactions most 
commonly perceived are shortness of breath and rapid beating of the 
heart. In addition, there may be skipped heart beats, which are experi- 
enced as heart palpitations. Also, there may be dryness of the mouth, 
a sense of tightness in the head (like a tight band around it), and a 
feeling of tightness in the throat (sometimes experienced as a “lump" 
in the throat). In extreme instances there may be vomiting, diarrhea, 
or fainting. ^NOt infrequently there is a need to urinate more often. 
Most people lose their appetites when they are anxious, but there are 
some who react with a need to eat excessively. The latter reaction is a 
significant factor in many cases of obesity. Insomnia is a common ac- 
companiment of anxiety, but one occasionally sees people who react to 
anxiety with exaggerated needs for sleep. Feelings of chronic fatigue 
can be a consequence of extended states of anxiety. 

These more obvious bodily reactions are always accompanied by 
other complex responses that are not subjecti\cly perceptible. These 
changes are brought about through the action of the “autonomic" 
nervous system (called autonomic because it is not subject to direct, 
conscious control). They arc all of a nature which will enable the 
body to mobilize itself more effectively to deal with the threatened 
danger, cither by fleeing from it, or by fighting against it (fight or 
flight). Every system of the body is involved to some degree in this 
emergency mobilization. Some of the more outstanding of these changes 
are the outpouring of adrenalin and other hormonal substances from 
the adrenal glands, which in turn cause the liver to release glucose into 
the bloodstream so that the muscles will then have the glucose avail- 
able for quick energy. The heart is caused to beat faster and blood pres- 
sure is raised, thus pumping the blood, with its oxygen, glucose, and 
other nutrient supplies, more quickly to the muscles and to the central 
nervous system. At the same time, processes in the body that are not 
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immediately useful for light or flight, such as digestion, or sexual desire, 
are likely to be slowed or inhibited. 

Do all individuals experience anxiety? 

Yes, at various times in their lives. Anxiety may be normal or it 
may be neurotic. It is not the capacity to experience anxiety, but what 
we get anxious about that determines whether or not the anxiety is 
normal. 

Are there differences between men and women in their capacity to 

experience anxiety? Among cultural groups? 

There are no innate differences between men and women, children 
or adults, or among different national groups in general, in the capacity 
to experience anxiety. Whether or not a person will react with anxiety 
depends on whether or not he or she feels threatened. This means that 
the capacity to experience anxiety depends on two principal factors: 
(1) on the nature of the threatening object or situation; (2) on the 
individual’s sense of inner strength and his feeling that he has the 
ability to cope with the danger. Clearly, therefore, women or children 
may tend to feel more anxious in certain situations because they may 
feel relatively more helpless than an adult male. Regardless of 
age or sex, however, people who inwardly feel strong, loved, and self- 
confident will tend to have a higher threshold for anxiety than people 
who inwardly feel weak, unloved, and inadequate. 

Cultural differences related to' anxiety are more likely to be seen in 
outward manifestations than in actual inner feelings. For example, 
Anglo-Saxon people, who, in general, are trained to keep their feelings 
under control, are less likely to show their anxiety outwardly than are 
people of Latin origins, but this does not mean that Anglo-Saxons may 
not experience anxiety inwardly just as strongly as the Latins. 

Are there individual hereditary differences in anxiety reactions? 

Although scientists have not discovered conclusive proof on this 
point as yet, the weight of evidence is that there are individual hered- 
itary differences in the capacity to react with anxiety, just as there are 
individual differences in the capacity to react with pain. Some people, 
from birth and throughout their lives, seem to have more apprehensive 
types of temperament, while others are more phlegmatic. It should be re- 
membered, however, that these differences do not, by themselves, indi- 
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cate any greater or lesser tendency toward mental health. A greater tend- 
ency to react with anxiety can be compared to high sensitivity. Under 
some circumstances this is advantageous and leads to greater awareness 
and understanding of other people's feelings, and of currents and cross- 
currents in the world about us. On the other hand, under less favorable 
circumstances, anxiety can lead to overreactions and less effective cop- 
ing with problems at hand. By the same token, a failure to react with 
anxiety can also be a disadvantage, if as a result the individual fails 
to be alerted to a possible source of danger in the world around him, 
and thus fails to prepare himself for it. 

What is the source of neurotic anxiety? 

One explanation has come from Sigmund Freud, the founder of 
psychoanalysis, who formulated the hypothesis that fundamentally all 
anxiety arises either out of the fear of losing In e or the fear of being 
physically hurt in some way. These two basic fears are sometimes classi- 
fied by psvchoanalysts under the symbolic concept of “castration anx- 
iety." 1 hus wlien an individual has a need or impulse, the satisfaction 
or expression of which might cause him either to lose love (i.e., to face 
disapproval) or to be physically hurt (i.e., to face punishment), a con- 
flict develops that reflects itself in feelings of anxiety. As a result of the 
conflict, the need or impulse (for example, a sexual or aggressive one) 
tends to become repressed (i.e,, kept out of conscious awareness). The 
individual then experiences anxiety without knowing its origin. An- 
other way of neurotically dealing wdth anxiety is to displace it from 
its original source onto some other object, which ti^i^n becomes the basis 
for a phobia. Thus a conscious fear of open spaces '^agoraphobia) might 
be a displacement from a repressed, unconscious fear of being exposed 
to sexual temptation, or a fear of insanity might be a displacement 
from an unconscious fear of one’s angry impulses getting out of control. 

In contrast to such neurotic forms of anxiety, a normal anxiety arises 
out of realistic situations which threaten one’s basic sense of security. 
Examples of this would be the anxiety most people feel when faced 
with imminent economic hardships or actual illness. 

Why is our current era called The Age of Anxiety? 

The increasing complexities of modern society, the Depression 
of the 1930’s, the two world wars, and the “cold war" between East and 
West with its threat of a mutually annihilating nuclear holocaust are 
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some of the major factors that have created feelings of widespread and 
pervasive emotional insecurity and tension, and have resulted in our 
modern era being dubbed “The Age of Anxiety.” Some social historians 
believe that the mid-twentieth century is more anxiety-ridden than any 
other era in history since the Middle Ages. 

How is anxiety treated? 

Anxiety can be treated either by dealing with the symptoms, or 
by an effort to deal with the factors causing it. Symptomatic treatment 
consists of the administration of sedative or tranquilizing drugs that 
reduce the individual’s capacity to feel anxious. Such treatment is 
equivalent to prescribing aspirin for a headache; it reduces the pain 
without removing tlie cause of the pain. Nevertheless, such treatment 
is often extremely useful since excessive anxiety may be so incapacitat- 
ing that it may prevent the individual from doing anything construc- 
tive about reaching the sources of his difficulties. Most physicians, how- 
ever, disapprove of medication with sedatives or tranquilizers unless 
the patient is under medical supervision. There are a number of go(xl 
reasons for this. All sedatives and tranquilizers are capable of causing 
occasional physical side reactions, which can become serious if not 
observed in time. There is also a danger of addiction occurring if some 
of these drugs are taken over too long a period of time or in too great 
quantities. If the drugs are taken merely to control the anxiety, and 
nothing is done to uncover and treat the underlying causes, the patient's 
actual problems may increase to- a point where even the use of drugs 
can no longer protect him from serious emotional disturbances or the 
difficulties of life. Finally, the use of some of these drugs could inter- 
fere with the useful, beneficial response of normal anxiety. 

For these reasons, psychiatrists generally advise that whether or not 
symptomatic relief is obtained from drugs, patients with neurotic anx- 
iety symptoms should have treatment that is directed toward the under- 
lying causes of the anxiety. Such psychotherapy tries to uncover the 
unconscious conflicts which the patient is repressing, and to enable the 
patient to deal with them in a more constructive manner. 



APTITUDE AND VOCATIONAL 
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by M. ELISABETH STEINER 

ConsuHaiit, Lightolicr, Inc, 

What is aptittide and vocational testing? 

Aptitude and vocational testing involves the administering of tests 
—by a psychologist, vocational counselor, teacher, test specialist, or per- 
sonnel expert— to an individual for the purpose of determining his suit- 
ability for employment or training. The individual may be given a 
single test or, more likely, a battery of tests designed to measure his 
abilities, capacities or aptitudes, skills, interests, or personality traits, 
any one or all of which may be predictive of his success on a job assign- 
ment or in n training course. 

Is aptitude testing the same as vocational testing? If not, how do they 

differ? 

Aptitude testing denotes less intensive testing, with a more narrow 
range of tests, than does vocational testing. It measures the capacity, or 
latent ability, of an individual to learn a job or master a training course. 
Flxamples of specific aptitudes are: mechanical, clerical, manual, lin- 
guistic, musical, and scholastic. Vocational testing generally includes, 
in addition to aptitude tests, tests of intelligence, proficiency, person- 
ality. and interests, thus giving an integrated pictuic of the individuars 
intellectual endowments and personality resources. 

Are tests of skill and performance (e.g,, of typing and driving) con^ 

sidered to be aptitude and vocational tests? 

Tests of typing and driving are called “proficiency tests” for they 
relate to the degree of skill or ability demonstrated in performing a 
task. Sometimes the terms “proficiency test” and “achievement test” 
are used interchangeably for they denote what has already been learned 
and is now being demonstrated. Sonr ' investigators piefer to reserve 
“proficiency tests” and “trade tests” for the measurement of job skills 
while limiting “achievement tests” to performance in school subjects. 

Though “proficiency” or “achievement” describes present skill or 
knowledge while “aptitude” refers to capacity for acquiring future abil- 
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ity, the difference between the two tests lies less in their content than 
in their use. For example, a score on a typing test may be indicative 
of aptitude for learning stenography, and results on an arithmetic 
achievement test may be an index of aptitude for mastering engineering 
skills. Before making such assumptions, however, one must subject pro- 
ficiency or achievement tests to the same validating process applying 
to aptitude tests; that is, there must be a proven relationship between 
test scores and performance on the job or training course. 

What aptitudes are most effectively determined by testing? 

The clerical or mechanical aptitudes that are second only to gen- 
eral ability in the number of tests available are most effectively deter- 
mined by testing. Since so large a part of the working population is 
engaged in clerical or production work, investigators have been partic- 
ularly active, through the years, in attempting to identify factors con- 
tributing to satisfactory job performance in these two areas, which are 
at the same time measurable. Clerical aptitude is determined by tests 
of perceptual speed and accuracy. Intellectual factors, while not show- 
ing a significantly high correlation with clerical success, show a rising 
relationship with the degree of responsibility undertaken; hence tests 
of mental alertness have been included in clerical batteries as well as 
tests of proficiency in arithmetic and language. Tests of mechanical 
aptitude generally include measures of spatial relations, mechanical 
comprehension, manipulative skills, and an understanding of mechan- 
ical principles. 

What vocations have the best record of results through testing? 

In line with the development of aptitude testing, the highest 
‘‘batting average” in vocational prediction is obtained with clerical jobs 
and jobs requiring mechanical and manual skills. While some progress 
is being made in the sales area and with the professions, less valid pre- 
dictions are forthcoming with jobs in these fields for the reason that 
personality traits and interests play an important role in success and 
these cannot be identified and measured as easily as can aptitudes and 
skills. 

In what areas of activity is the use of aptitude and vocational testing 

winning the greatest acceptance? 

Testing plays a prominent role in vocational counseling programs 
in schools and colleges and in public and private agencies. Testing 



Aptitude and Vocational Testing 


219 


programs continue to grow in business and industry where considerable 
weight may be assigned to tests in personnel selection. As representative 
of governmental interest, the United States Employment Service, after 
intensive research into occupations, has brought out a comprehensive 
General Aptitude Test Battery available through the state employment 
services and administered to job applicants for the purpose of directing 
them into suitable work. 

Can there he too much reliance on these tests in making perstmnel de^ 
cisions in hminess and industry? What measures are taken to reduce 
possibilities of overemphasis? 

It is certainly true that some businesses still rely too heavily on 
test results, considering them a panacea for all problems relating to 
selection decisions. During the last few years, however, much has been 
written in professional journals about the limitations of tests, and con- 
ference lectures and discussions have dealt with the subject quite 
frankly. It has been emphasized that because of their margin of error, 
tests oiiiy supplement, never replace, other methods of appraising indi- 
viduals. Even if abilities, aptitudes, proficiencies, personality traits, and 
interests could be measured with the highest degree of accuracy, one 
still would not be able to predict exactly how a man might actually 
perform on a given job, but only how he is expected to perform. Many 
personnel workers and businessmen have been heeding the advice of 
experts and consequently have been placing less weight on test findings 
in the selection procedure than on interview impressions, past achieve- 
ments, interests, and training. 

Do individuals afyplying for a job sometimes show resistance to aptu 
tude and vocational testing? What effect does this have on testing and 
hiring policy? 

Even when applicants are aware that tests are required in the hir- 
ing procedure they may resent taking them, feeling that they are unfair 
and discriminating, and that they really do not measure practical per- 
formance since problems presented on paper bear little resemblance 
to actual tasks on the job. Because applicants are likely to be critical 
and fearful lest they do poorly, personnel departments have concerned 
themselves with the proper introduction and administration of tests, 
thereby minimizing hostile feelings and tensions and encouraging ap- 
plicants to do their best. Unless the importance of testing is played 
down, and it is presented as just one of several selection tools, many 
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qualified applicants may decide not to apply for job openings. A well- 
planned selection program, however, may actually attract the better 
applicants. 

Can test results be deliberately joked by the individual being tested? 

Can they be unconsciously faked or distorted? 

Despite an attempt by those devising tests to check on the honesty 
factor, some paper-and-pcncil tests measuring personality traits and 
interests are particularly subject to faking. There is a greater incidence 
of this when tests are used for selection rather than for guidance. Test 
items are quite obvious to a reasonably intelligent person so that if he 
is highly motivated to secure a particular position, he may well put 
himself in the most favorable light by indicating that he possesses cer- 
tain desirable interests and personality characteristics. Though an indi- 
vidual may wish to be honest, he may not always know how to interpret 
the questions asked of him, or he may actually lack the insight needed 
to describe his behavior accurately. Projective tests, less subject to the 
influences of faking, have been substituted for the questionnaire per- 
sonality test in instances where trained psychologists arc available to 
interpret the material. (Sec Psychodiagnostic and Personality Testing) 

What is the record of success of aptitude and vocational testing in 

helping individuals find work most suitable to them? 

Though tests do not provide us with all information necessary to 
make accurate job predictions, but merely supplement material derived 
from other sources, a valid battery of tests, competently administered 
and skillfully interpreted, can throw light on an individual’s assets and 
liabilities, enabling him to make a wLscr occupational choice than if 
he had not had the benefit of such an evaluation. Tests help him to 
decide whether he has the aptitude to complete training in specific 
courses and may suggest capabilities in new areas of work of which he 
was totally unaware. It has been generally conceded that testing does 
a more effective job of predicting vocational success than any other 
selection tool. 

How soon can aptitudes be recognized? Do they remain stable? 

In his book. Aptitudes and Aptitude Testing, Walter V. Bingham 
points out that aptitudes become crystallized in early childhood and 
remain relatively stable from then on. He says, however, ‘‘Favorable 
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opportunities encourage the ripening of latent talents while other apti- 
tudes may lapse through lack of timely exercise/’ 

How early in life can aptitude and vocational tests he useftd tools! 

An appropriate time to introduce vocational tests is during the 
junior high school period just prior to entering senior high school 
when a student must select a course of study. Tests will indicate to 
teachers and parents whether it would be best for him to enroll in a 
shop course, a commercial course, or an academic course. 

What cognizance must be taken of the intellectual factor in vocational 

counseling and selection? 

Psychologists and vocational counselors agree that the mental abil- 
ity levels of individuals in the various occupational groups differ, and 
that the probability of success in a given occupation is likely to be 
greater if an individual falls within the preferred range. However, there 
is considerable overlapping between occupations so that it is possible 
for an individual with a low level of mental ability to function well, 
if he compensates for intelligence by excelling in other factors known 
to have a positive relationship to job success. 

What is the significance of personality and interest measures in a bat- 

tery of z>ocational tests? 

Personality traits and interests are important factors in determin- 
ing job success but it has not been easy to establish a clear-cut relation- 
ship benveen them. Since diverse personalities ma> be equally success- 
ful on the same job, it is difficult to know what constitutes the ideal 
personality of the engineer, the salesman, the doctor, the lawyer, and 
so on, through the list of occupations. Then, too, personalities vary with 
situations so that it is not unusual to find a person aggressive in one 
situation and withdrawn in another. 

When an individual reveals interests similar to those of other per- 
sons in the occupation he expects to enter, he will most likely not only 
enjoy the work but also feel at home in his surroundings, deriving 
satisfaction from shared activities with colleagues. Tho ugh a relation- 
ship between interests and abilities nas not yet been unequivocally 
established, it is possible that an individual is motivated to learn those 
things which interest him and, conversely, to acquire an interest in 
those things which he can do well. 
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To what extent are aptitude and vocational tests administered in the 
schools? 

While educational achievement tests are rather routinely given 
to students from the elementary grades through high school, the extent 
of vocational testing varies with schools and localities. Much depends 
on community interest and on the importance attached to vocational 
guidance activities in specific school systems. The success of a vocational 
testing program is, in no small measure, dependent on the number of 
counselors available, their competence, and the time at their disposal 
for conferring with students on vocational problems. 

Can there he too much reliance on test results by schools? What meas^ 
ures are taken to reduce possibilities of overemphasis? 

There is always the danger that some teachers lacking adequate 
training in the proper use of tests may overemphasize their importance. 
Not infrequently students scoring low on tests are ignored while those 
scoring high are encouraged. Intelligent educational and vocational 
guidance programs in the schools arc attempting to focus attention on 
the student’s total personality— his intellectual endowments as well as 
his personality resources— and are, therefore, supplementing test results 
with information derived from interviews, teachers’ ratings, question- 
naires, biographies, personnel records, etc. 

When might aptitude and vocational testing be recommended for an 
individual and by whom? 

An individual may be given vocational tests at various times in 
his life: 

When he is ready for senior high school and must choose a course of 
study. Teachers or counselors may recommend that he take tests at 
this time. 

Upon entering military service to determine his aptitudes for particular 
fields of specialization. 

On availing himself of counseling at the Veterans Administration after 
leaving military service. Military authorities or otlier interested per- 
sons may suggest that he take advantage of such guidance. 

Prior to entering college to determine his suitability for his intended 
major field of study or prior to his junior year in college when he must 
choose his major and minor courses. Recommendations may come from 
teachers or parents, or the student, himself, may feel a need for 
guidance. 
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Upon completing his education and applying for a job in business or 
industry where testing is a standard procedure. 

When seeking vocational counseling recommended by his employer be- 
cause of his inability to a make a satisfactory job adjustment. 

When being considered for a training program, job change, or promo- 
tion in business or industry on the recommendation of his supervisor 
or the personnel director. 

Where can one go or write for information in order to take vocatumal 
tests? 

One can consult the Directory of American Psychological Services 
1960 published by the American Board for Psychological Services at 
Glendale, Ohio, which is available at most libraries and which lists 
approved agencies or organizations offering vocational testing and coun- 
seling by city and state. Also available at libraries is the Directory of 
Vocational Counseling Services put out by the American Board on Pro- 
fessional Standards in Vocational Counseling, Inc., 1605 New Hamp- 
shire Aver.>’^ N.W., Washington, D.C., which is under the American 
Personnel and Guidance Association. This, too, directs the individual 
to organizations offering educational and vocational guidance. 

What are the fees for vocational tests? 

Fees for vocational testing range anywhere from $20 to $250 with 
the average being approximately $75. Much depends on how intensive 
a battery of tests is administered, some batteries taking as long as tw^o 
full days. Tests such as the projective techniques, which require hours 
for interpretation by a highly trained psychologist, would be more 
costly, while a battery of objective tests, adminisi .red and scored in 
much less time, would be less expensive. (See Psychodiagnostic and 
Personality Testing) 

Are there any facilities for free or low-cost testing by government agen- 
cies or other organizations? 

Yes, at such federal and state agencies as the Veterans Administra- 
tion or the state employment services (in connection with placement 
services) as well as at community agencies sponsored by local govern- 
ments. There are, in addition, a few agencies suppoited by religious 
organizations offering free or low-cost testing and guidance services. 
Vocational and educational testing is generally free to students at col- 
leges and universities where guidance and advisory centers are estab- 
lished. 
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How is the validity of aptitude and vocational test methods and in^ 
terpretations measured? How often are these measures applied? 

Establishing the validity of a test is a necessary step in determining 
whether it actually measures what it purports to measure. If a test or 
test battery is designed to predict job success or satisfactory completion 
of a professional course, it must differentiate between good and poor 
workers or between successful and unsuccessful students. Perhaps the 
most difficult task in establishing such validity is in identifying criteria 
of vocational success. Let us suppose, for example, that a psychologist 
wishes to validate a test to be used for the selection of salesmen. He 
must first ascertain what constitutes a measure of success. This is a 
complex problem, for salesmen perform a variety of duties in diverse 
occupational settings. Is the successful salesman one who gets the largest 
number of orders or orders of the greatest monetary value? Is he one 
who makes the most customer calls, opens the most new accounts, or 
gets the fewest customer complaints? 

When a job analysis has been conducted and criteria of success estab- 
lished, the psychologist must select tests that will reliably measure 
abilities or traits important in successful performance. Once tests have 
been chosen for tryout, they must be validated on present or new 
employees and must differentiate between good and poor workers. With 
new employees, tests are administered at the time of hiring but arc not 
utilized in the selection decision. Then at some later time test scores 
are correlated with performance ratings to determine how successfully 
tests would have screened out poor performers. If tests are validated on 
present employees, the extent to which they can be applied to appli- 
cants with little or no experience should be seriously considered. A test 
battery must be cross-validated on a second and even a third group 
before it can be used with confidence in making predictions. 

Can results be misinterpreted by a trained tester? 

No one is infallible but a trained tester is expected to be familiar 
with the following properties and limitations of tests when making 
predictions about present or future job performance: 

A test used for selection in one situation may not be effective in another 
situation where working conditions, job demands, worker character- 
istics, and level of morale are entirely different. 

A test score does not represent a point on a scale but rather a range 
of values. 
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Test norms or standards used should be appropriate for the individuals 
tested with respect to age, sex, education, and experience. 

Procedures for administering and scoring tests must be strictly adhered 
to if predictions are to be valid. 

A high score on a test does not necessarily mean a good performance on 
the job. For example, an individual with a high score on an intelli- 
gence test may not adjust to routine clerical work and may actually do 
poorly because the work offers no challenge. 

I'csts cannot sample all aspects of behavior important in job success 
nor is it always known what minimal levels of skill are acceptable for 
satisfactory performance. 

What factors other than those inherent in the Jiature of the vocational 
tests themselves must be controlled if test results are to be valid? 

Attention should be paid to the physical setting in which tests are 
to be administered such as the availability of a quiet room, ample space 
for comfortable writing, good lighting, and proper ventilation. An 
(objective of view, yet friendly and permissive attitude, on the part 
of the examiner is important. Instructions must be heard and under- 
stood. Disrupting factors such as anxiety must be recognized and cog- 
nizance should be taken of motivational factors. 

Can aptitude and vocational testing ever be used to find psychological 
disorders? 

Yes. Though not administered for the purpose of revealing patho- 
logical signs, which is the province of clinical testing, vocational tests 
can shed light on an individuars work habits, his attitudes toward 
others as well as toward himself. Psychologists are aware of the impor- 
tance of observing as well as of measuring a person's behavior, and look 
for peculiar mannerisms, motor difficulties, irritability, impatience, 
explosive emotionality, lack of self-confidence, readiness to give up 
easily, low' energy level, confusion, bizarre thinking, inability to follow 
instructions, and the like. 

Has the cumulative knowledge of aptitude and vocational testing a/- 
fected schooling, working conditions, better placement of an indi- 
vidual in a job? 

Very definitely. Investigations have disclosed that where tests have 
been used intelligently to select candidates for training both in schools 
and in industry, fewer failures have resulted than in situations where 
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tests have been omitted from consideration. Since training may be a 
costly matter, amounting to hundreds and even thousands of dollars 
for a single individual, any tool that can reduce costs, even slightly, is 
a welcome addition to the selection procedure. Failure has adverse emo- 
tional effects on individuals in addition to contributing to a waste of 
time, money, and energy. 

When students have been admitted to courses on the basis of tests, 
their higher level of ability and aptitude permits the teacher to con- 
centrate on the more challenging aspects of the course than would other- 
wise be possible with a more heterogeneous group of students. This 
not only makes for more interesting class se.s.sions, but also facilitates 
progress in the course. 

Satisfactory placement on the job contributes to overall adjustment. 
A man who is happy with his work, ivho can perform assignments well 
and feels that he is making a contribution to the social economy, is less 
likely to be a problem employee burdened with grievances and display- 
ing a hostile attitude toward his associates. Employee satisfaction 
strengthens the level of morale within the plant, facilitates good 
employee-employer relationships, and contributes to greater production 
and efficiency. 
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National Institute of Mental Health 

There seems to he a great deal of current enthusiasm regarding the 
biological basis of mental illness. Is this a new idea? 

This is not a new idea. In ancient Greece the Hippocratic physi- 
cians attributed mental illness to changes in the stale of the brain, and 
one of the best statements of the current interest in biochemical theo- 
ries of mental illness was made in 18S4 by J. L. W. Thudichum, who 
stated that just as alcohol produced mental disturbances by the action 
of a poison from without, it was quite likely that other mental disturb- 
ances w'^T.' - roduced by chemical poison prcxluced within the body. 

What progress has been made in demonstrating biological bases for 
some of the mental illnesses? 

A significant number of mental illnesses have been shown to be 
the result of organic changes in the brain or in the body. There has 
not been as clear-cut a demonstration of the operation of psychosocial 
or psychodynamic principles even in those areas to which they are 
pertinent, although it must be remembered that interest in the latter 
disciplines has been neither as extensiv nor as piuionged. 

What are some of the mental disorders that have clearly been shown 
to be caused by biological factors? 

General paresis was until quite recently an important mental dis- 
order that accounted for a large proportion of the hospitalized mentally 
ill. Fifty years ago it was shown to be the result of the inva.sion of the 
brain by the spirochete that caused syphilis. Motlern treatment of 
syphilitic infection by means of antibiotics has made general paresis 
extremely rare. 

Pellagra is a nutritional disease tl .t has important mental disturb- 
ances associated with it. A generation ago it accounted for a significant 
percentage of institutionalized mental disorders. Thirty-five years ago 
pellagra was shown to result from a dietary lack of one of the B vita- 
mins (nicotinic acid). The use of this agent as a dietary supplement 
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will prevent the occurrence of pellagra and cause the reversal of its 
physical and mental symptoms. 

Certain genetic forms of mental retardation have been shown to be 
associated with biochemical abnormalities that result from the absence 
of specific enzymes. Phenylketonuria and galactosemia are two ex- 
amples, each characterized by an inability to metabolize properly a 
normal constituent of the diet. Some progress has been made in the 
prevention or amelioration of symptoms in these disorders by the use 
of special diets. 

A large number of metabolic or medical disorders that have their 
origin elsewhere in the body are accompanied by serious mental altera- 
tions. Among these are certain thyroid disorders, certain cases of heart 
failure, and an inborn error of metabolism known as porphyria. A 
large number of drugs and of industrial poisons arc capable of produc- 
ing mental changes many of which are easily confused with other forms 
of mental illness. Mercury and certain of the organic solvents arc among 
the industrial hazards, while the list of drugs is quite long, including 
especially: bromides, amphetamine, cortisone, iproniazid and the bar- 
biturates. (See Psychopharmacology) 

To what extent is it likely that biological factors play a role in the 
major psychoses! What about senile psychosis? 

The brains of patients with senile psychosis show, after death, 
certain pathological changes, such as arteriosclerosis of the vessels, 
atrophy of the brain substance, and loss of neurones, which appear 
to be more severe than similar changes that occur in elderly but non- 
psychotic individuals. Recently there has been shown to be a good 
correlation between psychological deficit or mental inadequacy and a 
reduction in the supply of blood to the brain and its utilization of 
oxygen during life. Even though such biological changes may account 
for a large proportion of senile psychoses, they do not preclude the 
operation of powerful social and emotional problems ass(;ciated with 
aging as necessary or important to the development of the psyc hoses 
of senility. (See The Senile Psychoses) 

What about the operation of biolopcal factors in an affective psycho^ 
sis, such as depression? 

The evidence here is much more inferential. A pathological or 
biochemical lesion has not been demonstrated to be a causative factor 
in depression. On the other hand, certain findings and features of this 
disorder suggest the possibility that biological factors may play an im- 
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portant role. Alterations in the excretion of certain hormones of the 
adrenal cortex have been reported although it is not clear whether 
these are primary or secondary to the depression. 

The drug reserpine will produce a state that is indistinguishable 
from clinical depression in a small percentage of people who take this 
drug for some medical problem such as hypertension. Electroshock 
therapy or certain antidepressant drugs will often produce a prompt 
amelioration of symptoms in depressed patients. It is interesting that 
reserpine, on the one hand, and many of the antidepressant drugs on 
the other, affect brain amines in opposite ways, reserpine causing the 
depletion of the substances and the antidepressants causing their ac- 
cumulation in the brain. On that basis it has been tempting to specu- 
late that depression may in some way be related to alterations in the 
amines that occur in the brain and for which no definite function has 
yet been found. Further investigation is rcqiiii ^d of that hypothesis, 
as well as the hypotheses that involve psychosocial factors, in order to 
determine to what extent they are valid and how they may be inter- 
related in different forms of depression. (Sec Depressions) 

What biological factors have been shown to be important in schizo» 
phreniaf 

The answer to this question conveys a series of interesting findings, 
enthusiastic hopes followed by disappointment. At the turn of the 
century some of the great neuropathologists of their time reported a 
number of pathological lesions in the brains of schizophrenic patients. 
Twenty years later it was pointed our that these '^anie lesions are found 
in the brains of the population generally and a.* not characteristic 
of schizophrenia. At the present time the consensus of neuropatholo- 
gists is that there is no characteristic lesion that nas been demonstrated 
in the brain in schizophrenia. Similarly there is no agreement among 
biological psychiatrists that a biochemical lesion has been discovered 
in this disorder. In one area, that of electroencephalography, it is gen- 
erally accepted that a considerable proportion of schizophrenic pa- 
tients show abnormalities in their brain wave patterns, although the 
types of abnormality are quite variable and no single characteristic 
change is found. (Sec Schizophrenia) 

What about newspaper reports of the discovery of biochetnical tests 
for schizophrenia? 

Many such tests have been reported over the past thirty years. In 
each case further stndy has failed to demonstrate that the test was valid 
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or that the basis of the test was a necessary feature of even a segment 
of schizophrenic patients. 

How does one account for the large number of unconfirmed biochemr 

ical findings in research in schizophrenia? 

It is extremely difficult to perform valid biochemical studies in 
schizophrenia because of the presence in this condition of a large num- 
ber of variables that are difficult to control and are more the result 
of the schizophrenia or how it is managed than they are characteristic 
or causal of the disorder. 

What are some examples of such pitfalls? 

In the first place, there is no evidence that schizophrenia is a single 
disorder with a common cause. On the contrary, the evidence suggests 
that schizophrenia is a complex of psychological symptoms that may 
arise from a large variety of causes. This would suggest that it is not 
likely that a single biochemical test will be discovered for all cases of 
schizophrenia. 

The average chronic schizophrenic has spent ten to twenty or more 
years in a mental institution and has been subjected to many of the 
rigors and deprivations that are characteristic of most such institutions. 
The diet is often inadequate and a number of vitamin deficiencies have 
been found in schizophrenic patients that, although they "produce bio- 
chemically detectable changes in the blood or urine, are accountable 
in terms of the dietary inadequacy and are correctable by means of 
vitamin supplements without affecting the mental state. Recently two 
tests for schizophrenia have been shown to depend upon a low level 
of vitamin C in the body caused by a deficiency of that vitamin in the 
diet, and not caused at all by schizophrenia. 

Most psychiatric patients, nowadays, have been given a number of 
the newer drugs before they are admitted to a mental institution. These 
drugs have products that persist in the body and appear in the blood 
or urine for weeks after they have been discontinued. In some instances 
chemical tests have really been measuring these drug products rather 
than a fundamental change in the disorder. 

Because the standards of hygiene are difficult to maintain in an over- 
crowded population, there is a high incidence of various forms of in- 
fection, especially of the liver, in the inmates of mental institutions. 
A number of the biochemical tests for schizophrenia are similar to 
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changes in acute or chronic liver disease, which could result from 
hepatitis, a possibility that has not been ruled out. 

Chronic inmates of mental institutions are not exposed to the oppor- 
tunities or the necessities for physical activity or exercise that occurs 
in the noninstitutionalized population. As a result such patients are 
usually not as physically fit as have been the normal controls with whom 
they have been compared. Errors due to this effect of chronic institu- 
tionalization have not usually been ruled out in biochemical tests. 

What are some of the better known hypotheses prevalent today that 
suggest a biochemical basis for schizophrenia? 

In hypoxic states, that is, conditions of oxygen deprivation as in 
sudden exposure to high altitudes, certain vague mental disturbances 
occur that are somewhat suggestive of schizophrenia. This has led to 
the hypothesis that in that latter condition the».* is an interference 
with the oxygen supply or its utilization in the brain. Measurements 
of these two functions that have been made in the past fifteen years 
do not reveal any decrease for the brain as a whole in schizophrenia. 
The possibility of a local interference somewhere within the brain re- 
mains, although there is little direct evidence to support it. 

There has been considerable interest in protein metabolism in schizo- 
phrenia. More than twenty years ago a Norwegian psychiatrist reported 
evidence of a change in protein metabolism that coincided with changes 
in the symptomatology in patients with a rare periodic form of schizo- 
phrenia. The building blocks of protein are the amino acids, which 
are absorbed in the process of digestion from the g istrointestinal tract 
and metabolized by the body through a number or individual path- 
ways. ThCvSe amino acids and the proteins that are formed from them 
within the body are vital to the structure and function of every organ, 
including the brain. Although there has been considerable speculation 
regarding disturbances in the metabolism of one or another amino 
acid in schizophrenia, none of these possibilities has been established 
at the present time. 

An interesting group of substances that are derived from amino acids 
are the amines. Most amino acids are capable of producing several such 
amines, some of which have important .physiological effects in the body. 
A number of these, notably serotonin, norepinephrine, glutamine, 
histamine, occur in the brain in rather high concentration and are in 
especially high concentration in certain areas that are probably related 
to the mediation of emotional states. There have been a number of 
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reports of the finding, in blood or urine of schizophrenic patients, of 
amines or their products in abnormal concentration or of abnormal 
type. Many of these findings have recently been shown to be related 
to dietary variables, such as the excessive drinking of coffee, or the 
ingestion of certain foods that are high in special amines. None of these 
findings has yet been clearly demonstrated to be characteristic of the 
schizophrenic process. 

Is there evidence for an abnormality in epinephrine or adrenalin 

metabolism in schizophrenia? 

Mescaline, the active ingredient of peyote, is capable of producing 
an acute hallucinatory psychosis when administered to volunteers. This 
psychosis resembles schizophrenia in certain features, and mescaline 
resembles adrenalin in its chemical structure. This led to the interest- 
ing speculation that in schizophrenia there was a disturbance of the 
metabolism of the amine epinephrine or adrenalin, an important hor- 
mone put out by the adrenal gland in situations of stress. It was hy- 
pothesized that in such patients adrenalin was converted to abnormal 
metabolites, like mescaline, that were also capable of producing hallu- 
cinations and causing other symptoms of schizophrenia. Although some 
evidence has been gathered in support of the hypothesis, recent studies 
with radioactive adrenalin have shown that the metabolism of this 
hormone in schizophrenic patients is not significantly different from 
its metabolism in normal controls, so that at the present time this 
remains an unproven hypothesis. 

Is there evidence that serotonin plays a role in schizophrenia? 

In 1943 it was discovered that a newly synthesized substance, 
lysergic acid diethylamide or L.S.D., in extremely small doses could 
produce a hallucinatory psychosis in normal individuals. Some years 
later it was found that this substance, in very small concentrations, could 
block the effect of serotonin on smooth muscle. Inasmuch as it was 
known that serotonin occurred in the brain, it was tempting to specu- 
late that perhaps L.S.D. produced its psychosis by blocking the sero- 
tonin in the brain and further that perhaps a naturally occurring 
psychosis like schizophicnia could be the result of a deficiency of that 
amine in the brain. Although a certain amount of indirect evidence 
has been adduced in support of that hypothesis, a derangement in the 
metabolism of serotonin in schizophrenia has not been unequivocally 
demonstrated. 
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Are there abnormal proteins in the blood of schizophrenic patients? 

There have been a number of reports in recent years that the 
blood of some or most schizophrenic patients has properties different 
from that of normal blood when tested in another human being, 
animal, or animal preparation. For example, it was reported from 
Tulane University of Louisiana that a substance (taraxein) could be 
extracted from the blood of schizophrenic patients, wliich, when in- 
jected into prisoner volunteers, produced symptoms suggestive of some 
of those seen in schizophrenia. A group at Washington University that 
attempted to replicate that experiment was not able to do so. 

More recently it has been reported that the scrum of schizophrenic 
patients when injected into rats slows the performance of these animals 
in certain tasks. A group at Wayne State University has reported that 
the plasma of schizophrenic patients alters the metabolism of red blood 
cells suspended in it in a way that does not occur in normal plasma. 
Findings have been reported from Russia and later from the United 
States indicating the ability to sensitize guinea pigs to substances that 
are picscnt in the blood of schizophrenic patients and that apparently 
are not present in most normal individuals. Where attempts have been 
made to identify further the substances responsible for each of the 
effects described above, evidence has been adduced that they are pro- 
tein. Attempts are being made to purify and isolate the responsible 
proteins but as yet they have been demonstrated only by their effects 
upon the living systems described. It has not yet been possible to pro- 
duce convincing evidence that the substance or substances involved arc 
characteristic for schizophrenia. 

Are there compelling reasons for believing that a search for biochem- 
ical factors ifi schizophrenia is worthwhile? 

A number of studies of the role of genetic factors in schizophrenia 
make it diflicult to avoid the conclusion that such factors play an impor- 
tant role in many forms of schizophrenia, although there is equally 
good evidence that genetic factors are not a sufficient explanation and 
that other influences are required. To the extent that genetics operates 
in producing schizophrenia, it operates through biochemical mecha- 
nisms, although it is not necessarily true that such mechanisms would 
reveal themselves in studies on blood or urine. It is not logical to infer 
that, because biological factors have been demonstrated to operate 
significantly in other forms of mental illness, similar mechanisms must 
operate in all mental disorder. It is equally illogical to conclude that, 
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because a biochemical or biological defect has not yet been demon- 
strated in schizophrenia despite a great deal of effort, it does not exist. 
There does not seem to be a basis for either great optimism or undue 
pessimism with regard to this approach, and it seems most appropriate 
that hypotheses along these lines should continue to be developed and 
tested with all the resources that are available, but with an awareness 
of the pitfalls and the importance of adequate controls. 
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How can the brain be damaged? 

There is no limit to the variety of methods that an industrial cul- 
ture such as ours can devise to inflict injury on the “most important 
thing*’— the brain. Modern man’s genius has developed high-speed pro- 
jectiles that can, and often do, perforate the skull; the automobile 
provides a high daily toll of brain-injured victims; sports, with an ever- 
broadening circle of participants, contribute a further substantial share 
of brain cripples. In addition to injury by physical lorce, the brain can 
be damaged by disease such as tumor and infection; also by ionizing 
radiations, heatstroke, chemicals, etc. 

What is trauma? 

Trauma is an injury or shock. Usually the term implies some vio- 
lent physical or psychological force. 

What is coma? 

Coma is profound unconsciousness. 

What is delirium! 

Delirium is a disturbed mental state characterized by disorienta- 
tion, confusion, agitation, and often, hallucinations. It may be due to 
a variety of causes, including poisons, fever, etc. 

What is a concussion? 

A concussion is the mildest degree of head injury. It is assumed to 
be due to the shaking up of (he brain without causing any permanent 
structural or biochemical dami.^.^e. It is usually associated with brief 
unconsciousness. One of the factors in concussion is the sudden increase 
in intracranial pressure, which some authorities believe causes uncon- 
sciousness by compressing the brain stem rather than by damage to the 
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surface of the brain. Concussion may or may not be associated with the 
more severe forms of head injury, such as contusion (bruising) and lac- 
eration (tearing) of the brain. 

Hoiv does physical force damage the brain? 

This varies depending on the strength, direction, and nature of the 
impact. In general, two types of head injuries are recognized: 

1) Penetrating (when an object enters the cranial cavity damaging 
the contents). 

2) Closed head injury (an injury in which there is no fracture nor 
entrance of a foreign object into the skull). 

The latter type of injury usually results from sudden acceleration or 
deceleration of the head. In such instances ihc brain is compressed 
against the unyielding bony skull and thus damaged. For example, in 
a head-on collision of autos, the passenger seated next to the driver is 
thrown forward, his head striking the windshield. F.ven though his skull 
may not be fractured, the sudden deceleration of the skull causes the 
semisolid brain to continue the forward motion and smash itself against 
the inside of the skull. This type of injury is often serious or fatal. 

The brain can he damaged also by deformation, which can be the re- 
sult of compression caused by a strong force that is slowly exerted 
against the skull. For example, deformity of the brain of the infant may 
occur during delivery through a narrowed maternal pelvis. 

Can a mild blow to the head cause brain damage? Of what is the 

damage likely to consist? 

Usually a mild blow causes no damage although mild concussion- 
shaking up of the brain— may ensue. In such instances there may be 
some swelling (which is reversible) of the individual cells and of the 
brain tissue, and there may be transient symptoms such as headache, 
nausea, vomiting, and perhaps some blurring of vision. 

Are some individuals more susceptible to brain damage than others? 

If so, why? Are there physical reasons? Psychological remans? 

Susceptibility to brain damage can be due to either physical or psy- 
chological reasons. The physical reasons include several mechanisms. 
Certain types of brain damage are more likely to occur in the very 
young, that is, in infancy, and in the very old. The common denomina- 
tor in these two extremes of age is the lack of structural support that 
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the very young or the very old brain provides for the blood vessels 
that bridge the subdural space. (The subdural space is a narrow slit 
across which these veins run through the thick covering of the brain— 
the dura.) They run roughly in a direction perpendicular to the brain 
so that a blow directed to the front or the back of the head causes a 
shearing force that may tear bridging veins and cause serious, often 
fatal, subdural bleeding. The newborn infant is sometimes a victim of 
this process. Similarly, a relatively trivial blow to the front or back of 
the head of an elderly patient whose brain atrophy (deterioration) has 
left these bridging veins poorly supported, can cause bleeding that com- 
presses the brain in a manner identical to a rapidly growing tumor. If 
not diagnosed and treated in time, the outcome is almost always fatal. 

Often the alcoholic patient has brain atrophy and, in addition, his 
blood-clotting mechanisms arc impaired because of associated liver dam- 
age, placing him in double jeopardy from a head injury. 

The psychological reasons for vulnerability to head injury are innu- 
merable. Some subjects are uniquely vulnerable to the effects of brain 
daniagi . Trivial injury in a dependent, inadequate person may repre- 
sent to him the long-awaited, face-saving opportunity to withdraw from 
the competitive events of life, to exploit his alleged infirmity by manip- 
ulating the environment, and perhaps eiuourage him to retaliate 
against his more successful contemporaries. The person may even 
tyrannize his family and friends with his invalidism. 

Any illness or infirmity invokes sympathy and patience for the victim, 
but injury to the delicate and vital brain customarily invokes the maxi- 
mum in concern and solicitude. 

Many people carefully and deliberately analyze and appraise the po- 
tential benefits of capitalizing on a head injury. Of course, this is ma- 
lingering (feigning illness) and, if detected, derision and ridicule may 
be its eventual reward. But the risk may be worth taking, and often is, 
if for no other reason than that monetary award often awaits the success- 
ful deceiver. Litigation stemming from auto accidents represents about 
75 per cent of all cases heard in metropolitan courts in this country. 
The alleged effects of head injuries constitute a substantial segment of 
these per^onal liability (ases. To resolve them fairly, poses a vexatious 
legal and medical problem. 

There are other types of individuals, including those who uncon- 
sciously elaborate the consequences of their head injuries, and those 
who partly consciously and partly nonconsciously embellish or prolong 
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their posttraumatic complaints. Identification of these two contrasting 
psychological patterns of motivation is not always easy. 

Is there much incidence of brain damage at birth? 

One in every sixteen babies born in the United States suffers from 
some form of nervous system disability. These disabilities can be caused 
by instruments, anesthetics, drugs, lack of oxygen as well as by excessive 
oxygen, improperly balanced diet in the mother, incompatibility of 
blood types, infection in the mother, and genetic factors. 

What ejects can brain damage have on the individual? Physically? 

Psychologically? 

Part of this question has been answered previously. Physically, the 
results of brain damage may range from something inconsequential to 
the total disability of the victim. Paralysis of limbs, blindness, deafness, 
and convulsions are some of the physical consequences of brain damage. 

The subject of psychological effects of head injury is conq)licated 
and controversial. The symptoms most commonly recorded as manifes- 
tations of concussion include fatigue, impaired memory, headache, diz- 
ziness, and change in personality. Depression, insomnia, and irritability 
are other symptoms. These complaints, which occur more often in 
women, usually follow a concussion rather than major cerebral damage 
and are influenced by the patient's anxiety. The prospect of compensa- 
tion influences the severity and duration of postc onrussive disorders. 

Severe head injury can produce a train of psychological consequences, 
especially if there has been prolonged posttraumatic coma. These symp- 
toms include impairment of intellectual function, poor reasoning, de- 
fective abstract thinking, distractibility, inability to persevere at a task, 
etc. Mood changes also may occur; these include inappropriate hilarity, 
irritability, and mood swings. Unmistakable psychosis can be, but rarely 
is, produced by trauma of the brain. 

What is the condition of a punch-drunk prizefighter? 

This condition is an occupational hazard of professional boxers 
and results from multiple blows to the head that produce many small 
hemorrhages throughout the brain tissue both in and around the cortex 
and also in the deeper structures. Atrophy of the brain might ensue, 
associated with impoverishment of intellectual powers, including de- 
fective memory, lethargy, and impaired judgment. Motor manifesta- 
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tions occur also, including rigidity, an expressionless face, and tremor. 
Convulsions and impaired vision are further consequences of brain 
damage resulting from this dangerous sport. 

Does alcohol damage the hrainJ How? Can this damage be repaired? 

Alcohol damages the brain in several ways: by its direct toxic effect 
on the cells, by producing swelling of the brain, and by vitamin dep- 
rivation. The effects of acute alcoholic intoxication, including the 
brain swelling, are reversible, l)ut with repeated injury through alcohol, 
there is actual loss of brain cells and substance, shrinkage, and scarring 
of the brain, all of which are irreparable. 

Can the brain be damaged by overactivity, lack of rest, stress, or psy- 
chological states? 

No. So long as the patient receives adequate water and nourish- 
ment, it is improbable that the above factors would cause brain damage. 

Can brain damage go undetected for a period of time? 

Yes. llraiii damage can, and frequently does, go undetected espe- 
cially when caused by brain tumors, subdural hematoma (a tumorlike 
swelling containing blood), and some toxic metabolic states (poisonous 
conditions in the body). Because the symptoms can be misconstrued as 
manifestations of a neurosis or some other mental disorder, the exact 
diagnosis can be delayed or missed completely. 

What are the signs of brain damage? 

In general, mental symptoms alone may be the early or sole mani- 
festation of brain damage, or such damage may be associated with 
blindness, deafness, anosmia (loss of sense of smell), aphasia (loss of 
ability to pronounce words), paralysis, convulsions, tremor, etc. 

Can damaged brain tissue be restored or repaired? 

Brain tissue, that is, ganglion cells, cannot be repaired or replaced. 
They cannot regenerate as some other tissues in the body can. 

Does the brain have any mcs hanism for remedying damage done to it? 

The brain is relatively sensitive to damage once it has occurred. 
It is protected by the bony skull and by the overlying water jacket 
of spinal fluid in addition to the three layers of tissue covering it. 
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However, once damage has been done to brain cells, restitution of the 
impaired function can conic about by gradual resolution of the edema 
(excessive accumulation of fluid in the tissue spaces), which may be 
absorbed by the local blood supply. There can be considerable physio- 
logic recovery— as from spinal shock— which is not dependent on known 
morphological changes. But other processes are not reversible. 

What treatments are available for brain damage? 

These treatments are largely symptomatic, that is, they rehabilitate 
the patient by assisting him in the use of whatever of his facilities are 
left. For example, a paralyzed arm may be made more useful by some 
artificial device. Physical therapy and speech therapy for the aphasic 
patient are other therapeutic measures. 

What has been the success of these treatments? On what does this 

depend? 

Treating and rehabilitating the brain-damaged patient is one of 
the most gratifying achievements in modern medical science. The prime 
movers in this program have been the Veterans Administration hos- 
pitals, which in the postwar period have emptied hundreds of beds 
previously occupied by neurological cripples. Entire wards have been 
converted to other sorely needed bed space. This was accomplished by 
teams of therapists, which included physiatrists (spec ialists in physical 
medicine), neurologists, orthopedists, occupational therapists, speech 
therapists, psychologists, etc. 

The success of treatment depends in a large measure on the industry 
and competence of the medical team but also on the motivation of the 
patient. Merely ambulating the patient may improve his morale and 
energize him to further efforts that in many instances restore him to 
complete self-sufficiency. 

In recent years surgical techniques have evolved for treatment of cer- 
tain motor disorders. These offer considerable promise of help for 
certain types of neuromuscular disabilities. 

Are new measures being developed to avert brain damage at birth? 

The problem of brain damage at birth has been attacked on a 
broad front. The National Institute of Health has organized a detailed 
study of fifty thousand pregnancies over a ten-year period. Some ten 
thousand mothers and their newborn babies will be studied each year 
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for the first five yejirs by specialists in many different medical disci- 
plines: obstetrics, pediatrics, neurology, etc. This project has already 
produced important results. Instruments have been devised to detect 
impaired oxygen supply to the fetus, thus preventing irreparable brain 
damage. Newer knowledge in other fields is decreasing damage at birth, 
including knowledge of blood chemistry, Rh blood factors, placental 
infections, etc. Newer anesthetics and anesthetic techni(|ues have been 
developed, and metabolic disorders in the mother are now recognized 
as treatable in many instances, thus preventing possible brain damage 
to the developing fetus. 



BRAIN DISORDERS, ORGANIC 
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What are organic brain disorders? 

These are structural or chemical (organic) derangements of the 
brain sometimes resulting in a wide v<iriety of manifestations, which 
may simulate disorders caused by mental or psychic factors, and which 
must be distinguished from them. The psychogenic disorders, by con- 
trast with the organic ones, are not associated with any demonstrable 
damage or defect. The term organic clearly means physical, that is, 
structural or chemical, even though such defects may not necessarily be 
demonstrable in all cases by present-day techni([ues. 

What are the causes of organic brain disorders? 

There arc many possible causes; some clearly understood, others 
obscure. A convenient brief classification of organic brain disorders 
follows: 

A. CONGENITAL, PRENATAL, OR DEVELOPMENTAL DEFECTS OR DISORDERS 

The underlying mechanism in this category is not known although 
it is generally recognized that genetic factors may operate. Intrauterine 
influences often play an important role since the central nervous sys- 
tem of the embryo is uniquely susceptible to damage by infections in 
the mother, by ionizing radiations, etc. In fact, anything causing anoxia 
(inadequate oxygen supply) to the fetus may impair the complex secjuen- 
tial organization of fetal developments. The central nervous system 
irregularities may be associated with skeletal defects as will a defect 
in other organs. Examples of these congenital defects or malformations 
are cerebral palsy, which is due to failure of development or to brain 
damage during or immediately after birth, hydrocephalus (too much 
fluid within the skull), microcephaly (unusual smallness of the head), 
mental retardation, etc. 

Genetic influences often combine with environmental ones to cause 
a congenital defect. Rapid advances are being made in this field, espe- 
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cially in research on irregularities of the chromosomes which may be 
one of the causes of mongolism. Although this may occur by accident, 
this accident is facilitated by, if not strictly caused by, the advanced 
age of the mother; but this may also occur in younger mothers. 

B. DEGENERATIVE DISEASES 

Some of these can be inherited; for example, Huntington’s chorea, 
which is a progressive atrophy of the brain associated with severe de- 
mentia (organic loss of intellectual function) and bizarre involuntary 
movements of the extremities and trunk. The mental symptoms may 
precede the neurological manifestations, but both are progressive. 
There is no treatment. Other examples of degenerative disease include 
multiple sclerosis, amyotrophic lateral sclerosis, progressive muscular 
atrophy, etc. In these diseases there is loss of the cells in the brain or in 
the spinal cord. 

C. INFECTIONS OF THE CEMTCVE NERVOUS SYSTEM 

Any viral, bacterial, or parasitic agent may invade the brain and 
cause cither temporary or permanent damage or death. 

1. Viruses frequently invade the brain and cause an encephalitis (an 
inHanirnation of the brain, which may be devastating); for example, 
rabies, encephalilis lethargic a (sleeping sickness), poliomyelitis, infec- 
tious mononucleosis, Coxsackie disease, etc. Also the common childhood 
diseases such as mumps, measles, and chicken pox may cause an encepha- 
litis resulting Ircmi invasion of the brain by the offending virus. 

2. Bacterial diseases are Irecjiiently responsible lor brain infections. 
Such diseases include vsyphilis of the brain (paresis); tuberculous and 
other forms of bacterial meningitis; brain abscess; thrombophlebitis; 
etc. 

."5. Ricketlsial diseases; for example, Rocky Mountain spotted fever, 
typhus, etc., c3Ccasionally affect the brain. 

4. Parasitic infestation of the brain may occur, for example, due to 
malaria, amebiasis, and worms. The latter wc3uld include trichinosis 
(contracted by eating undercooked pork), schistosomiasis (blood flukes), 
and Echinococcus (tapeworm). About fifteen per cent of the cases of 
trichinosis involve the brain, manifested by convulsions, delirium, and 
focal neurological disease. Mauiria and attacks of toxoplasmosis are 
protozoan diseases caused by parasites that invade the nervous system. 
Toxoplasmosis is due to the organism, toxoplasma, which usually in- 
vades the fetus in the uterus and often attacks the bmin and eye, cans- 
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ing encephalitis and retinitis. Convulsions, blindness, and congenital 
malformations are common manifestations. The mother may appear 
perfectly healthy. 

5. Fungi and molds are recognized with increasing frequency as 
causative agents in meningitis and encephalitis. 

D. TOXIC METABOLIC DISORDERS 

These embrace a very wide area of causation of organic brain disease. 
New diseases in this category are being added at an accelerated rate. 

Toxins range from rare agents found only in the scientist’s laboratory 
to common household items such as insecticides and carbon tetrachlo- 
ride. The latter is a particularly dangerous agent, and any noticeable 
odor of it indicates that there is a toxic level of concentration in the 
surrounding atmosphere. In such circumstances, damage to a person’s 
central nervous system may be severe and, if exposure takes place dur- 
ing the drinking of alcohol, results are often fatal. 

Many toxins may be absorbed by ingestion, inhalation, and absorp- 
tion through the skin, or by all three processes. Lead is an example 
of such a poison. Poisoning due to lead usually occurs in children and 
is more often due to eating paint from toys or furniture. It is manifested 
by convulsions and other neurological signs, including paralysis, blind- 
ness, rigidity, and stupor. 

Solvents and organic compounds may be responsible for acute or 
chronic intoxication. The commonest of all toxins is alcohol. Repeated 
consumption causes degenerative changes in the central and ptTipheral 
nervous system with extensive atrophy of the brain and loss of ganglion 
cells of the cortex. This causes a diversity of organic brain patterns, 
including permanent dementia, ataxia, and blindness. The associated 
liver damage due also to alcohol imposes further metabolic dysfunction 
on the structural brain damage, by derangement of the normal oxi- 
dative mechanisms of the brain. “Liver” coma and psychiatric symptoms 
may reflect this toxic metabolic liver-brain disturbance. 

Methyl alcohol (wood alcohol) is even more dangerous than ethyl 
alcohol (grain alcohol) since as little as three teaspoonfuls may cause 
serious brain damage. 

In addition, poisoning by drugs such as barbiturates, bromides, tran- 
quilizers, antihistamines, hypotensives (drugs for treatment of low blood 
pressure), etc., may cause organic brain conditions in which behavioral 
and neurological manifestations may be varied, bizarre, and transitory, 
and may mislead the most astute clinician. For example, belladonna 
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and similar synthetic preparations used for peptic ulcers and a variety 
of other disorders, may cause hallucinations; reserpine and similar 
derivatives may cause deep depressions; bromides may cause impaired 
memory, confusion, and psychosis. Some of these drug reactions reflect 
overdosage, but in some patients an inherent sensitivity may result in 
an inordinate response. The aging are particularly unpredictable in 
their response to many drugs. 

E. TUMOR 

Brain tumor may cause an infinite variety and combination of mental 
and neurological symptoms and these are discussed more fully under 
brain tumor. 

F. TRAUMA 

Trauma, a physical force applied directly or indirectly to the brain, 
is a very common cause of organic brain syndromes. These may be 
mild, moderate, or severe, and may be permanent or transient. 

G. \fFTABOLIC DISORDERS 

Metabolic derangements as a cause of brain disorder have been care- 
fully investigated recently through multiple approaches, including the 
genetic. Newer disorders, some of them treatable, have been identified: 

1. Galactosemia is a rare, hereditary, inborn error of metabolism 
in which glucose, whi( h is indispensable for normal brain function, is 
made unavailable. Convulsions, mental retardation, and blindness result 
unless dietary treatment is instituted early in infancy. 

2. Hypoglycemia (too little sugar in the blood), which occurs in cer- 
tain families, may result in irreparable brain damage if not treated 
early. In this condition the blood sugar periodically drops to low levels, 
sometimes induced by eating certain proteins from which the patient 
must be protected by dietary and other treatment. 

3. Phenylketonuria, which presumably is inherited as a Mendclian 
recessive characteristic, results in mental deficiency in a high proportion 
of cases, if not in all instances. This defect is due to inability to metab- 
olize a specific amino acid, phenylalanine. A simple sensitive urine test 
readily identifies this entity, and now is being employed routinely, in 
many centers, for all mentally retarded children. Diets low in phenyl- 
alanine, if instituted early, may prevent irreparable brain damage. 

4. Porphyria is a mysterious disease that often declares itself with 
mental symptoms, including psychotic manifestations. Often the pa- 
tients are hospitalized with the erroneous diagnosis of schizophrenia. 
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Periodic abdominal pain, pigmentation of the skin, and red urine are 
other manifestations. In many cases, genetic factors evidently play a role. 
Porphyrins are chemical substances which are ubiquitous in nature, and 
disturbance of their metabolism is responsible for this disorder. 

Other metabolic disorders, including acquired ones, may cause or- 
ganic brain disease. The commonest of such disorders is diabetes. Perni- 
cious anemia often is reflected early in mental manifestations that 
frequently respond to appropriate therapy. If untreated, death results. 

H. VASCULAR DISEASE OF THE BRAIN 

Disease of the blood vessels is one of the commonest causes of organic 
brain disorders, and is discussed further under strokes. 

What are the manifestations of organic brain disorders? 

These may be varied and the diagnosis may be elusive especially 
since mental symptoms often are isolated and often arc the earliest 
and the preponderant manifestations. Change of personality may be the 
only reflection of a progressive organic brain disease. This may be 
manifested by deterioration of habits of personal hygiene, indifference, 
irritability, and suspiciousness. In addition, impaired memory, distracti- 
bility and lack of concentration often occur. During the progress of the 
disease, headache, disorientation, confusion, and coma may occur. Con- 
vulsions are common, too. 

What are hallneinations? 

Hallucinations and delusions may occur as a result of organic brain 
disorders. Olfactory (smell) or gustatory (taste) hallucinations, which 
arc interpreted usually as symptoms of schizophrenia actually may re- 
flect a lesion (morbid change in tissue structure) of the temporal lobe 
of the brain. Focal weakness and other neurological signs may be indi- 
cations of organic brain disease, and are often due to a tumor. 

What is a brain tumor? 

This term is used in a generic and also in a specific sense. It usually 
implies a localized, expanding, intracranial lesion, which by occupying 
space within the skull causes a displacement or replacement of brain 
tissue and also causes a rise in intracranial pressure. Thus, both a blood 
clot and an abscess, in a generic sense, are tumors. 

Tumors can be further subdivided into benign and malignant. All 
metastatic tumors are malignant, and a very high proportion of primary 
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brain tumors are malignant. The nonmalignant (benign) tumors in 
many instances are treatable by surgical excision. 

The term tumor usually is used in its more restricted sense, that is, 
of a neoplasm (new growth). About half of these are due to metastatic 
tumors, that is, those that originate from some more or less remote 
organ and are carried by the bloodstream to the brain, where they 
lodge and grow. The other half arc due to primary tumors, that is, 
tumors that originate in the tissue of the brain itself. 

What is a stroke! 

The term stroke covers a broad category of causation of sudden 
paralysis. It can be divided into: (1) the acute apoplectic stroke; (2) the 
subsequent paralysis. The lornicr may occur quite suddenly, with the 
patient collapsing or becoming unconscious. Headache, dizziness, con- 
fusion, or pins-and-ncedlcs feeling may precede the acute onset. The 
paralytic stage is usually represented by more or less complete paralysis 
on one side of the body. Although tumors or other brain lesions may 
cause <i s»rokc, cerebrovascular lesions are by far the commonest cause 
of cither generalized or focal disease of the brain. 

Three general underlying causes of stroke are hemorrhage, throm- 
bosis, and embolism. The first is usually due to rupture of an arterio- 
sclerotic vessel (an artery with thickened walls) in the brain. An 
aneurysm, that is, a localized area of ^veakness in the wall of a blood 
vessel, may rupture and suddenly release a large volume of blood into 
the brain causing destruction ot the contiguous tissue. 

Cerebral thrombosis is the commonest cause of stroke, and the com- 
mon cause of cerebral thrombosis is arteriosclerosis. The thrombosis— 
the closure of a vessel— may be sudden or gradual, but in either event, 
the area nourished by the vessel is destre^yed and paralysis and other 
neurological manifestations result. The closure of a vessel is due to 
clotting of the blood at the site of a roughened area on the inside of the 
vessel wall. Swelling of the brain occurs as an immediate result, but 
this edema (swelling caused by excessive amount of fluid) may be re- 
versible, and the patient's signs and symjitoms may recede partially or 
completely, depending upon the size ol the vessel, the site, and the 
collateral circulation. 

Embolism— the closure of a cerebral vessel by particulate (composed 
of particles) matter such as a blood clot, tumor, bacteria, etc., originat- 
ing from a remote site— is the least common cause of stroke. It is fre- 
quently associated with heart disease. 
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The peak incidence of stroke is between the ages of forty and eighty, 
but strokes may also occur in young people, including children. If the 
stroke is in the dominant hemisphere of the brain (in the left hemi- 
sphere in most people), aphasia— loss of ability to pronounce words— may 
result. This is a disturbance in speech that may require specialized 
treatment, with particular attention to the psychological consequences 
of this impairment. Speech therapy may be of considerable help m 
rehabilitating the patient. Physiotherapy is often a help in restoring 
power and dexterity to the weakened limbs. Many patients who have 
had strokes are restored to full self-sufficiency. 

WhfA is epilepsy? 

This is a common neurological disorder associated with recurring 
excessive, electrical discharge emanating from a group of brain cells and 
manifested by periodic and transitory disturbance in the function of 
the brain. The epileptic attack usually occurs abruptly, ceases spontane- 
ously, but frequently recurs. It is characterized usually by sudden loss 
of consciousness, followed by focal or generalized rhythmic shaking 
of the limbs. The latter is typical of so-called grand mal epilepsy, but 
there are two other types: petit mal, which is a very brief lapse of con- 
sciousness sometimes associated with dropping of the head or baiting 
of the eyelids: and psychoraotor epilepsy, which is manifested by per- 
formance of automatic but often well-coordinated, complicated acts 
during which the patient is unconscious. He has no memory of the 
attacks which are frequently stereotyped and preceded by the same aura 
or warning each time. Psychological manifcstatif)ns are common, par- 
ticularly in this latter form of epilepsy. Epilepsy may manifest itself 
in many ways, depending upon which part of the brain is involved and 
what the basic causative agent is. Thus, epilepsy is a symptom rather 
than a disease. The neurological examination is often negative but the 
electroencephalogram is invaluable in establishing the diagnosis. Effec- 
tive therapy is usually available. (See Epilepsy and Other Paroxysmal 
Disorders) 

What is cerebral palsy? 

Cerebral palsy is not a disease entity; it is many different diseases. 
The term includes a heterogeneous group of disorders that protiuce dam- 
age, defect, or disease to the brain of the young human being, in the 
uterus, at birth, or in the newborn period. Similarly, the signs and 
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symptoms range through a wide gamut o£ manifestations, such as spas- 
ticity, ataxia, athetosis, paralysis, etc. The spastic type comprises about 
sixty per cent of cerebral palsy cases, and is characterized by more or 
less sustained contraction of various groups of muscles, making it diffi- 
cult for the patient to perform a dexterous act. The ataxic type, as the 
name implies, is predominantly manifested by incoordination and poor 
balance. Tremor also may be present. The athetotic type is character- 
ized by more or less constant, bizarre, purposeless movements, often 
associated with facial grimacing, expiratory grunts, and incoherent 
expostulation. 

Mental retardation is frequently coexistent with all types but not 
necessarily so, and it is possible for a child with cerebral palsy to have 
superior intelligence. 

What causes cerebral palsy? 

There is an extremely wide range of causative agents, including 
difficult or prolonged labor, lack of oxygen for the fetus or for the baby 
in tile Immediate postpartum period, malformations or defects in devel- 
opment of the brain, infections in the mother during pregnancy, etc. 
Cerebral palsy, in its broadest sense, also would include diseases ac- 
quired in childhood, such as those due to meningitis, physical trauma, 
lead poisoning, progressive cercbial degenerations, etc. 

What is muscular dystrophy? 

Muscular dystrophy is primarily a disease of the muscles, probably 
due to some enzyme or metabolic defect, and is characterized by sym- 
metrical and progressive weakness and wasting of the limbs. This dis- 
ease usually affects larger muscles first, then spreads to other skeletal 
muscles, and sometimes to the heart muscle. It can be inherited, and 
it occurs more often in males than in females. 
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What is brainwashing? 

The term ‘‘brainwashing*' is an American journalist’s translation 
of a Chinese phrase meaning “thought reform.” It is a form of group 
political indoctrination employed primarily by the Communists in 
China to convert previously resistant or uncommitted people to Com- 
munism. 

Who invented brainwashing? 

Thought reform (a more accurate and preferable term) was 
introduced by Mao Tsc-tung and his followers as part of their campaign 
to win over the Chinese people to the Communist cause. Mao, in his 
famous book on guerrilla warfare, points out that the people “are 
the water in which the guerrillas swim like fish.” For the water to be 
just right for the fish, it was necessary that the people be persuaded to 
support, or at least not to oppose, the Communist revolution in China. 
It was for this purpose that thought reform was introduced. 

How is brainwashing accomplished? 

The candidates for thought reform are brought together in small 
groups (perhaps twelve men in a group) under the guidance of a 
trained and skillful Communist leader. Each group works and “strug- 
gles” together until all the members have seen the light. Each person 
reviews his entire life history in an attempt to see where his old ways 
of “wrong thinking” came from. As this goes on, the group leader con- 
stantly points out how^ the old ways of thinking were selfish, reactionary, 
superstitious, victimizing of others, prejudiced, etc. As the thinking 
becomes “reformed,” it follows more and more closely a set pattern of 
attitudes whereby justice, equality, human rights, the brotherhood of 
man, democracy, racial tolerance, political liberty, etc., arc found to 
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exist only within the framework of the Communist system. When the 
individual has accepted this, he is considered to have been reformed 
and will usually actively or passively support the Communist system 
(until or unless he becomes disillusioned). Such a convert to Com- 
munism by the Chinese group indoctrination technique is said to have 
been “brainwashed.” 

Doesn't brainwashing involve drugs, conditioned reflexes, or some 

other application, of science? 

There is no evidence that such techniques are involved in the 
process of thought reform in any way. 

But, aren't people frightened into being brainwashed? 

It is true that many of the Chinese who entered thought reform 
groups did so under pressure at first. However, because they were 
usually well treated, as part of Mao Tse-tung’s policy of “leniency” even 
toward many of his former opponents, the suspicions of the prospective 
converts were usually quickly dispelled. Most of them threw themselves 
into the process vigorously and with enthusiasm, although, of course, 
there were many exceptions. 

Is hypnosis involved in brainwashing? 

It is true that under certain circumstances groups can be brought 
into a state of trancelike fascination by a strong leader who presents 
very positive suggestions in a repetitious or authoritarian fashion. It is 
possible that from time to time thought reform groups have entered 
into degrees of unified passion in which elements resembling hypnosis, 
or even religious ecstasy, might be present. However, fonnal hypnotism 
is not a prescribed feature of the process of thought reform. 

How, then, does brainwashing differ from propaganda? 

Propaganda implies a planned information program which is gen- 
erally directed <it a large and relatively uncontrolled audience. The 
thought reform technique relies heavily upon small group dynamics, 
the group structure, the rclati'^nship of the leader to the group, the 
relative initial psychological isolation of each individual from the 
other members of the group as individuals, and the evolution of a 
growing group identity and group pressure to bring the tardy or eiTant 
members into line. 
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Haw does brainwashing differ from educationl 

The process of education consists essentially in teaching people 
how to think for themselves in relationship to a variety of material 
with which the learning process equips them to deal. Thought reform 
is more accurately defined by the word “indoctrination** in which cer- 
tain specific ideas and attitudes are inculcated deliberately and without 
the merits of competitive doctrines being offered. 

What is degrading about brainwashing? 

The impersonal forces that bring and hold the individual in the 
group, and the unstated menace that keeps him from deviating (in 
other words, the basically coercive nature of the process) must be 
considered degrading as any loss of freedom— whether voluntarily sur- 
rendered or forcibly removed— is degrading. 

Do people react in different ways to brainwashing techniques? 

There is every possible range of response. Some individuals have 
been able to resist it completely. However, it was remarkably successful 
in its effects upon the majority of those Chinese citizens to whom it was 
applied during the 1940’s and 1950*s. 

How long is brainwashing effective? 

This is a completely individual matter and no general estimate can 
be made. It now seems clear that some individuals successfully pretend 
to be converted and will 'defect from or covertly resist Communism 
even while appearing to have been well proselytized. Others apparently 
have experienced gradual disillusionment as the result of realistic ex- 
periences and of disappointments in the promises that are an inherent 
part of the program. Undoubtedly there are some who become fanatical 
and permanent converts, unshakable in their belief in the new way 
of thinking, and prepared to give up their lives for it. 

What might determine a person's degree of resistance to brainwashing? 

Each individuaKs susceptibility or resistance to the process will 
depend upon his understanding of what is being attempted, his back- 
ground or knowledge of the subject matter, his familiarity with com- 
peting points of view, his capability for resisting group influences, his 
ability to form covert subgroups with others in opposition to the 
monolithic pressures upon them, and his innate spirit of independence 
and rebellion against coercive authority. 
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Is being brainwashed a sign of weakness, poor heredity, or stupidityl 

There is no evidence for any such conclusions. 

Does brainwashing leave permanent scars? 

Any kind of effective indoctrination is bound to leave a lasting 
impression. However, there are certainly no physical scars, and there is 
no reason to think that any political attitude brought about by the 
process of thought reform might not be modified or even markedly 
altered as the result of subsequent learning on the part of the in- 
dividual. 

Has brainwashing been attempted on people other than the Chinese? 

It has been attempted by the Chinese in their dealings with certain 
other people who have fallen under their control, particularly prisoners 
of war during and immediately after the Korean conflict. 

How effective was brainwashing against the American prisoners of 

warf 

This is a matter of considerable misunderstanding on the part of 
the American public. Unfortunately the impression was gained by 
many that members of the United States Armed Forces in Korea who 
became prisoners of Avar Avere easily ‘‘brainAvashed’' by the Com- 
munists, thereby being transformed into traitorous collaborators or 
political converts in large numbers. Official government figures reveal 
that this is far from true. Of the nearly 5,000 American prisoners of 
Avar Avho Avere returned to us after the cessation of hostilities, only a 
handful Avere subsequently tried by courts-martial for Avrongdoing in 
the prisoner of Avar camps, and very few of these involved collaboration 
that could be attributed to the successful application of thought reform 
techniques to the American soldiers. Estimates made by some self-styled 
authorities that a large percentage of American prisoners of Avar became 
collaborators are incorrect. 

But, didn^t some Americans go over to the Chinese side? 

There Avere 21 Americans who elected to go to China rather than 
to be repatriated after the war. They Avent as students and Avorkers, not 
to wear the enemy uniform or to fight against their fonner comrades. 
Even of this small group, several have subsequently drifted back to the 
United States after becoming disillusioned with Communism or other 
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aspects of life in China. By contrast, there were thousands of Chinese 
who begged not to be returned to Red China. 

Weren^t some American fliers brainwashed into making false confes- 
sions of germ warfare? 

In no way can the process employed by the Communists to extract 
false confessions of germ warfare from American fliers be compared to 
the technique of thought reform. Here is an example of how the word 
“brainwashing** is misleading. “Brainwashing** has, through loose 
usage, come to mean any way of getting anyone to do anything against 
his will, whereas we have already seen that the originally synonymous 
term, “thought reform,** has quite a specific meaning. 

“Confessions** have been forcibly elicited as pan of the legal require- 
ment for courtroom trial in Russia for many years, and in China since 
the Communist revolution. Most of the American fliers who eventually 
succumbed to the pressures upon them to sign confessions that they had 
engaged in germ warfare in Korea (which was untrue), did so after 
prolonged forcible interrogation that involved endless questioning, 
many threats, abuse, considerable physical discomfort, and (perhaps 
most important of all) prolonged chronic sleep deprivation to the |)oint 
that some of the victims were no longer in full possession of their 
faculties. Furthermore, when not being interrogated, the individual 
flier was nearly always kept in solitary confinement; he was not placed 
in a thought reform group. No serious attempt at political indoctrina- 
tion or conversion was made by the Chinese in most instances. Their 
purpose was to elicit false confessions for propaganda purposes; on their 
side they had time, a well-established technique, and highly experi- 
enced specialists on the interrogating teams; and they were about 60 
per cent successful. (See Sleep; Sensory Isolation) 

Did brainwashing reveal the moral weakness of the modern generation 
of Americans as compared with more patriotic or heroic soldiers of 
yesteryear? 

Not only is there no evidence that such an allegation is true, but 
there is a great deal of evidence that it is completely false. In previous 
wars there have been many times that American prisoners of war be- 
haved much worse than did the group of prisoners in Korea. In fact, 
the most completely American of all wars, the Civil War, was replete 
with examples of complete breakdown of morale and organization in 
prison camps, of which Andersonville was only one example. It is fair 
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to say that the American civilian-soldier who took the held in Korea 
was bigger, stronger, brighter, healthier, and potentially more effective 
as a fighting man than his counterpart in any previous war. Blame for 
shortcomings in training, preparation for combat, morale, or the na- 
tional commitment to victory, cannot be laid at the individual soldier's 
door, nor at the door of his generation. 

Hasn't it been said that no American prisoner of war tried to escape 
from the camps? 

Actually, there were many successful escapes from temporary 
prisoner of war camps early in the Korean War. It was not until the 
summer of 1951 that many Americans were conhned in permanent 
prisoner of war camps in North Korea and China. Armistice talks 
started soon afterward, decreasing the sense of necessity to escape. 
Even so, there were many attempts. That they were not successful may 
be understood in terms of the difficulty of the terrain, the skillful and 
deliberate disorganization of the prisoner groups by the Chinese (who 
rem.’^'f-d all leaders and promoted fear and mistrust), and the great 
difriculty involved in an American creating a disguise suitable to get 
him through a countryside teeming with hostile Oriental people. 

Didn't other groups of prisoners of war, such as the Turks, resist 
brainwashing better than the Americans? 

This comparison has been made, but it is very misleading. The 
Chinese did not have Turkish-speaking interrogators, and were not 
carrying out a major propaganda campaign against the Turks, as they 
were against the Americans. Furthermcne, the Turks were an elite, 
volunteer unit, physically much better trained for privation and 
c ombat, and welded together by long exped ience into a cohesive group; 
they were not riddled by rotations, hastily trained replacements, or 
the last-minute assignment of unfamiliar leaders. 

Didn't brainwashing break down the morale of the American prisoners 
to such an extent that many of them ivere weakened and died? 

There is no good evidence that this is true. Medical officers among 
the prisoners of war attributed most deaths to untreated wounds, mal- 
nutrition, infection, and exposure. There have always been instances 
of prisoners wlio became apathetic, depressed, failed to care for them- 
selves, and died. However, there is no evidence that this was higher 
among Korean prisoners of war than among World War II prisoners 
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of war, and in some situations (e.g., Americans captured early in the 
war by the Japanese), apathy deaths were much more frequent during 
World War II than in Korea. 

Should we train our soldiers to resist braimvashing in case they be- 
come prisoners? 

Actually, the military services at the present time have survival 
courses for many of those combat personnel who are likely to be cut off 
in hostile territory. As part of these rigorous training programs, there 
is familiarization with the enemy methods and practice in techniques 
that previously have been successful in combating them (i.e., formation 
of covert resistance groups, concealment of leadership and chains of 
command, organization of escape maneuvers, muddying the waters as 
much as possible during the interrogation for intelligence purposes, 
etc.). 


Is such training inhumanly brutal? Is it likely to be successful? 

All successful training for conditions of extreme stress is of neces- 
sity uncomfortable, demanding, and, at times, even painful. Neverthe- 
less, the degree of protection offered by such training has been proved 
again and again in military experience to be extremely wf)nliwhilc and 
to prevent even greater suffering or death when the actual combat situa- 
tion is experienced. Virtually all of the American military personnel 
who have undergone such survival training courses have declared them- 
selves grateful for the opportunity to learn more about what they might 
possibly have to face, and have felt themselves to be more confident in 
their ability to survive with honor if they should become prisoners of 
war. 


Is brainwashing a serious threat to our nation today? 

It is certainly a threat in the sense that it has proved to be effective 
when employed as a means of persuading a large group of under- 
privileged and tyrannized people to change their political attitudes and 
allegiances in such a way as to support the Communist cause. Small 
group political indoctrination of people with real grievances has always 
been successful in creating support for revolutionary movements. In 
many ways we have failed to export the American revolution; in Asia, 
with the help of thought reform, the Communists are promoting theirs. 

Perhaps the most insidious domestic threat posed by the shibboleth 
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of “brainwashing*' is the tendency of Americans to believe in its power 
and in our own weakness. Misinformation and the distortion of facts 
have led to self-criticisms that sound remarkably like the Communist 
line about us: that our brainwashable young men are corrupt and 
suffering from defective character, that our institutions (family, church, 
school, and society) have failed to produce individuals of firm patriotic 
convictions or strong moral fiber, and the like. Despite the fact that 
there is no good evidence that Americans arc particularly susceptible 
to the pressures of Chinese thought reform, these arguments have been 
used to support a variety of panicky enterprises, ranging from irrespon- 
sible “anticommunist schools*’ to weekend vigilante groups of self- 
appointed “minutemen.” Of incidental interest to the reader may be 
the fact that some of these extremists equate psychiatry and the entire 
mental health movement with the “brainwashing threat” which, to- 
gether with other insidious influences (such as the fluoridation of 
water), they tear is threatening America fioni within. 

Jloiv can we protect ourselves against these threats? 

In the underdeveloped areas and with the masses of uncommitted 
people in Africa and Asia, counterindoctrination methods, propaganda, 
information centers, truth (ampaigns, free radio programs, etc., may 
all be of some usefulness. However, the most elfective means of oppos- 
ing Communist use of thought reform to subvert whole groups of 
people and nations, is to oppose and hopefully to correct the conditions 
(ignorance, racial prejudice, poverty, disease, injustice, lack of op- 
portunity, lack of human rights, gross class inequalities, and tyrannical 
or dictatorial political subjugation) that make people most vulnerable. 

At home we should be less ready to accept the opinions of those who 
would frighten us by attacking our selhconfidcnce or our faith in the 
national character. It is always templing to view with grave concern the 
decay of the younger generation, and to yearn for the bygone virtues of 
the pioneers and patriotic warriors of the nation's glorious past. But 
the facts, as they continue to emerge (albeit not as colorfully nor as 
loudly as the alarming distortions), are heartening about the present 
and indeed about the future. The captured American soldiers in Korea 
showed remarkable resistance to “brainwashing” by the Chinese. The 
nation as a whole would do well to follow their example in resisting 
the emotional uproar created by those who would shake our confidence 
in the continuing, and growing, high quality of the American national 
character. 
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Which professions work primarily in the field of mental illness and 
mental health? 

There are several major professional groups in the mental health 
field. Psychiatrists are medical doctors who have continued their pro- 
fessional preparation for several years after graduating from medical 
school in order to become specialists in the treatment of mental illness. 
Psychologists are usually doctors of philosophy (in psychology) who 
have received their postcollege education in university graduate schools, 
specializing in research approaches to the understanding of human be- 
havior. Social workers arc those who after college have continued their 
academic study in professional schools of social work, where they learn 
theory, methods, and tcchnic|ues for helping people in trouble. Psychi- 
atric nurses are nursing school graduates who specialize in the tech- 
niques of dealing with patients in mental hospitals. Occupational thera- 
pists are persons who have completed a special five-year collegiate 
program concerned with methods and techniques of helping patients, 
including mental patients, experience the therapeutic values of care- 
fully planned activities. 

Another professional group should be mentioned at the outset. Psy- 
choanalysts are a very highly specialized group, numerically small, but 
important in terms of their contributions in theory and technique to 
all of the mental health professions. Psychoanalysts use a specialized 
approach to the understanding and treatment of emotional disorders, 
based on the theory of human personality development that originated 
with Sigmund Freud. In the United States, most psychoanalysts are 
psychiatrists who have continued their training by specialized study of 
the methods and techniques used in this particular theoretical ap- 
proach. There is a small but increasing number of professional people 
in the other mental health professions who use psychoanalytic theory 
and methods in therapy. 
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Are there other people who work with the mentally ill and emotionally 
disturbed? 

Members of many professions work with a variety of chronically 
disabled people incliidinj^ the mentally ill. Occupational therapists are 
a good example. They work with all varieties of medical conditions, 
where their special knowledge of the therapeutic benefits of specially 
planned activities is used in treatment. Their skills are useful with 
mental patients too. Another professional group, to which emotionally 
disturbed people often turn lirst, is the clergy. Increasingly the training 
of clergymen includes specialized knowledge in the fields of counseling 
and abnormal psychology. There is still another group, the special 
teachers y who arc trained to deal with the problems of both the emo- 
tionally disturbed child and the mentally handicapped child. These 
teachers may work in the regular .school system or in residential homes 
for disturbed children. 

A large number of scientific disciplines make important contribu- 
tions tf> our understanding and treatment of mental illness. Although 
members of these groups may have less personal contact with patients, 
their researc h findings are often helpful in unraveling the mysteries 
of menial illness. 

Biochemists have helped in the understanding of some of the puzzling 
physical accompaniments of mental illness and have develc^ped drugs 
useful in their treatment. (Contributions continue to be made hy gene ti- 
cists, epidemiologists, and neurologists. Almost any field of scientific 
research into human and animal structure and function may be ex- 
pected ultimately to help untangle some of ihe intricate mysteries of 
mental illness. 

liccause large numbers of the mentally ill are treated in hospitals 
and clinics, members of many other occupational groups arc required 
for the staff. Medical librarians, medical secretaries, vocational coun- 
selors, and laboratory tecJniicians arc just a few examples of these. 
Rehabilitation counselors play an important role in helping the re- 
covered mental patient find his way back to normal community activ- 
ities and employment. 

What are some of the reasons for the shortages of professional mental 
health personnel? 

First, the shortage of professional people in mental health is part 
of a general shortage (in our society) of people with lengthy specialized 
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education. All of the mental health professions require extensive edu- 
cational preparation. Tliere are many pressures on young people gradu- 
ating from high school, or graduating from college, to seek immediate 
employment rather than continue their education. The increase in 
early marriages, the availability of jobs, the money and time needed 
for further education, all tend to discourage extended professional 
training. 

Education requires the sacrifice of certain immediate satisfactions 
for the attainment of future goals. Many of the reasons for our short- 
ages of mathematicians, chemists, engineers, and microbiologists, to 
mention just a few groups, also account for the shortage of professional 
mental health workers. 

There are other reasons too. Few young people in high school know 
much about career opportunities in the mental health professions. 
Most present-day psychiatrists, psychologists, social workers, psychiatric 
nurses, and occupational therapists are people who have entered these 
fields after first deciding on other careers. 

Although many girls in elementary school or high school already 
know that they want to be nurses, few of them have ever heard about 
the particular specialty of psychiatric nursing. Many career decisions 
are made in high school, yet very few high school students have had 
a chance to learn about occupations such as social work; and few high 
school students can accurately describe tlie difference between a psy- 
chologist and a psychiatrist. Information about all these fields usually 
comes late, during college,’ when career decisions may already have been 
made. 

There is a further reason for a shortage of mental health workers. 
Mental illness remains a strange and mysterious condition to many 
people. There is a long historical tradition that ascribes emotional ill- 
ness to sin, possession by devils, witchcraft, and other fearful causes. 
Only during the present century has mental illness been recognized as 
understandable in terms of biological and social causes. Some of the 
mysteries and terrors of the older explanations linger on. Parents are 
often reluctant to see their children choose a career in one of the mental 
health fields. Gradually these attitudes are changing but they still influ- 
ence choice of career. 

Finally, certain social conditions account for the shortage of mental 
health workers. The population of our country is growing by about 
three million persons a year. This means that there is a large increase 
in the number of babies and young children, and at the same time there 
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is a large increase in the number of elderly persons in our population. 
Both of these groups, the young and the old, require more than the 
usual amount of psychological help. 

As our population increases, it also becomes more urbanized. People 
are crowded into cities. Each census finds fewer people living on the 
farms and more people in urban areas. When people are crowded 
together, the amount of mental illness, or our lack of tolerance of it, 
increases the need for psychological help. The mental health profes- 
sions are urbanized because the demand for service is greater in urban 
areas; but these professions are not growing as fast as either the popu- 
lation or urbanization. 

Is the shortage likely to continue! 

Several years ago. Congress appropriated funds to the National 
Institute of Mental Health to support a Joint Commission on Mental 
Illness and Health, organized to make a study of our national needs and 
resources in mental health and to make recommendations for the im- 
prcjvement of the care and treatment of our mentally ill. 

After a careful study, the Joint Commission outlined a series of 
urgent recommendations to Congress and to the states. In instance after 
instance the recommendations for the care, treatment, and rehabilita- 
tion of the mentally ill, and for research into causes and prevention of 
mental illness, called for a very large increase— over the normal rate 
of increase— in the number of trained professional personnel. There is 
no question that a serious shortage of .specialists in the mental health 
professions and related occupations will continue for the foreseeable 
future. 

One recommendation of the Joint Commission on Mental Illness and 
Healtlt was concerned with the need for psychiatric treatment wards in 
general hospitals. The report urged that no community general hos- 
pital of more than one hundred beds be considered adequate without 
a psychiatric treatment unit for the people served by the hospital. The 
fact is that at present there arc only about six hundred general hospitals 
in the entire United States with facilities for the care of mental patients 
beyond emergency admission, """his means that iliere are about four 
thousand general hospitals in the country without such psychiatric units. 
A psychiatric unit in a general hospital requires at least the half-time 
services of a psychiatrist, a psychologist, a social worker, psychiatric 
nurses, aides, and technicians. We immediately see a potential demand 
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for thousands of trained professionals to realize this newly established 
goal. 

Another recommendation was concerned with community mental 
health clinics. It has been demonstrated many times that emotionally 
disturbed people can be helped in a community clinic. The Joint Com- 
mission recommended a well-staffed, full-time mental health clinic for 
each fifty thousand of population. Although this does not seem like an 
excessively high goal, the number of trained professionals required to 
provide this amount of service is staggering. To bring all the states 
up to this goal would require nearly half the membership of the pres- 
ent professional associations of psycliiatrists, psychologists, and social 
workers. Obviously, such clinics are not going to be established over- 
night, but efforts toward the realization of this goal will continue to 
make demands on professional manpower. 

A third recommendation was concerned with the establishment or 
expansion of psychiatric clinics for children. Here, too, there is a bleak 
shortage of qualified people. We arc training fewer than fifty child 
psychiatrists a year in the whole country. We could use many times 
this number. The same sort of desperate shortages of manpower exist 
in child psychology, school social work, pediatric nursing (nursing in 
children’s treatment centers), and other specialties in education and 
rehabilitation. 

Any young person who aspires to a career in one of these mental 
health professions may be reasonably certain that challenging employ- 
ment opportunities will be available throughout his professional life. 
There is no unemployment in any of these fields now, and every indi- 
cation is that there will be full employment in the future. 

Where do members of the mental health professions work? 

Most people in the mental health professions work in urban cen- 
ters and many are employed by clinics and hospitals. There arc varia- 
tions that will be dealt with under the professions separately. For 
example, most psychiatric nurses and most occupational therapists are 
employed in mental hospitals. A very high proportion of psychiatrists 
are in private practice seeing patients in their own offices, although 
many of them also work part time at hospitals or clinics. Psychologists 
and social workers are likely to work in hospitals and clinics more 
often than in private practice, althougli there is an increase in private 
practice for members of both groups. Psychologists teach in colleges 
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and universities and work in research laboratories in greater numbers 
tlian any of the other professions. Social workers work in a greater 
variety of settings than any other group. 

Many members of each of these professional groups work at activ- 
ities not directly connected with the care and treatment of mental 
patients. Because of the demand for more people in all the mental 
health fields, many members of these professions are engaged in teach- 
ing activities. There has been a sharp rise in the number of professional 
education programs in most of these fields since World War II. 

What does the psychiatrist do? 

The educational preparation of the psychiatrist is long and diffi- 
cult. By the time the psychiatrist has completed his training he has 
learned both the organic and psychological determinants of mental 
illnesses, and how to treat mental patients lH)th by physical and psycho- 
logical means. 

Within psychiatry there are quite different, but often complemen- 
tary, approaches to the problems of mental disorder. One approach 
seeks to find causes of disturbed behavior in biochemical and physio- 
logical systems and in the malfunctioning of the nervous system, par- 
ticularly the brain. Psychiatrists who emphasize these areas usually treat 
patients with drugs and other physical therapies. 

When no organic causes can be found, or when organic factors are 
minimal, emphasis may be placed on psychological determinants. In 
many patients, emotional difficulties seem to arise out of interpersonal 
conflicts, faulty childhood experiences, and ilifficulties in relating to 
other people. Psychiatrists most interested in this approach, who are 
usually referred to as “dynamically orienied,” attempt through per- 
sonal office interviews to assist the patient in gaining insight to the 
roots of his emotional difficulty and in learning more effective ways 
of dealing with his conflicts and problems. 

Psychiatrists can also be classified according to the groups they serve. 
The child psychiatrist, for example, specializes in the emotional prob- 
lems and difficulties of children and often works in pri\^te practice 
or in a child guidance clinic. The industrial psychiatrist attempts to 
work with the problems and difficulties of people in industry; the 
military psychiatrist studies and treats emotional problems associated 
with military service. Other groups within psychiatry are employed 
in public health and emphasize approaches to prevention, and in psy- 
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chiatric research laboratories concerned with the discovery of the causes 
and treatment of mental disorders. The majority of psychiatrists, how- 
ever, tend to concentrate on adult disorders. 

Most psychiatrists will be found in their own offices engaged in the 
private practice of their specialty. The average psychiatrist draws on 
all the knowledge and techniques that have been developed in his 
field. He may see many kinds of patients ranging from the mildly 
disturbed to the severely psychotic; he may treat both children and 
adults or persons with brain injuries, neurological disorders, and emo- 
tional problems. Although a majority of psychiatrists are in private 
medical practice, manpower studies have found that significant num- 
bers of them spend part of their time in teaching, in community serv- 
ice, and in consultation with clinics and hospitals. 

Closely related to psychiatry is the field of neurology. Psychiatrists 
who seek to qualify for certification by the American Board of Ex- 
aminers in Psychiatry must also pass an examination in neurology. 
There is a separate group of medical specialists who arc called neurolo- 
gists, who in turn are expected to have a knowledge of psychiatry. 
Actually these fields overlap to the extent that the nervous system and 
brain are involved in many disorders within the specialty areas of each 
field. 

Whether the psychiatrist is inclined toward the organic or toward 
the dynamic approach to mental disorder, he is the only* member of the 
mental health team licensed by society to prescribe drugs and surgery 
used in the treatment of mental patients. Usually the psychiatrist is 
the director of the clinic or professional service in the hospital, and 
bears legal responsibility for the patients in his charge. 

The work of the psychiatrist is infinitely varied and fascinating. 
It is also very demanding on both his time and emotional stability. 
Aspiring psychiatrists should be well-adjusted people who not only will 
be able to succeed in completing the long training required but will 
also be able to sustain demands made on them by one of the most 
difficult kind of case loads of any medical specialty. 

How does one become a psychiatrist? 

All psychiatrists are physicians. Therefore, any person planning a 
career in psychiatry must make early preparations in otder to qualify 
for admission to medical school. The high school and college counselor 
can provide detailed information on courses required for admission 
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to medical schools. The student should realize that medical school ad- 
mission is difficult because of the large number of applicants, and that 
medical education is expensive and lengthy. In high school and college 
the student must complete a number of science courses including bi- 
ology, chemistry, physics, and mathematics. 

Many medical schools are liberalizing entrance requirements to the 
extent that applicants may elect college majors in the behavioral and 
social sciences and humanities rather than in the traditional physical 
sciences. But the basic science courses remain a prerequisite for ad- 
mission. A few medical schools arc accepting students after three years 
of college. 

When the student aspiring to a career as a psychiatrist has completed 
four years of medical school he is still a long way from his goal. He 
must complete at least one year of internship and then begin a resi- 
dency training program, in a mental hospital, that can range from 
three to seven years, depending on his field of special interest in 
psychiatry. 

What does the psychologist do? 

Psychology may be defined as the scientific study of human and 
animal behavior. Psychology is a very large field, but all psychologists 
do not work directly, or even indirectly, with mental patients. Large 
numbers of psychologists teach in colleges or work in research labora- 
tories. Many others work in counseling centers. Many are employed by 
industry in personnel work, selection, and training. 

The psychologist most immediately concerned with the field of 
mental illness is the clinical psychologist. The clinical psychologist is 
employed as part of the mental health team in clinics and mental hos- 
pitals throughout the country. One of his important functions is diag- 
nostic testing, in which he uses a variety of measures of intelligence, 
personality, aptitudes, and interests to determine what factors are re- 
sponsible lor the patient’s emotional problems. The clinical psychol- 
ogist participates in individual and group therapy with mental patients. 
In recent years he has assumed an active role in mental hospital ward 
management, and in group activities wdth patients, such as patient 
government. 

Because his educational experience emphasizes research training, the 
cVm\ca\ psyc.\\o\og\st oUen engages in a significant, amount of. xeseateVv, 
seeking to uncover causes of mental illness and methods effective in 
restoring mental health. 
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Most clinical psychologists have earned a doctor of philosophy degree. 
However, the great demand for psychological services since World 
War II has exceeded the supply of people available with the result that 
some psychologists have accepted jobs after receiving their master’s 
degrees. 

In recent years there has been an increasing tendency for clinical 
psychologists to engage in private practice, mainly on a part-time basis. 
It seems likely that this tendency will continue, and that there will be 
opportunities for psychologists to provide testing, counseling, and thera- 
peutic services to the public for fees, in addition to the regular career 
opportunities in agencies and institutions. Because certain activities 
of the clinical psychologist overlap tho.se of the psychiatrist, these two 
disciplines have been seeking to work out ways to prevent any serious 
disagreement. Psychiatry feels that clinical psychologists should do psy- 
chotherapy only under medical supervision. Psychologists feel that 
while they should collaborate with physicians to ensure their clients’ 
physical health, as would a dentist, they cannot accept a subordinate 
role. The student contemplating a career in clinical psychology should 
get thorough guidance on the complexities of this problem. 

Significant numbers of p.sychologists arc employed in basic research, 
where their contribution to the solutions of problems in mental illness 
would be comparable to contributions of scientists in other biological 
fields. Many psychologists are engaged in relatively pure research, but 
as findings in any branch of science may ultimately find application to 
the solutions of practical problems, so the work of these psychologists 
can be considered to be pertinent to the mental health field. 

The field of psychology has expanded enormously in the past fifteen 
years. Psychologists may now be found in leadership positions in a 
wide variety of public mental health agencies, in teaching positions 
in professional schools, and in various governmental agencies. Teach- 
ing and administrative careers are a major possibility in the field. 

How does one become a psychologist? 

Professional work in the field of psychology requires graduate 
training beyond the college level. Most professional psychologists have 
completed a college major in psychology, or in some related field such 
as biology or sociology, and have then continued their education in a 
graduate department of psychology in a university. 

Most large universities have a graduate department of psychology, 
where the prospective psychologist may work toward the master’s de- 
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grec (M.A. or M.S.) and the doctor of philosophy degree in psychology 
(Ph.D.). The time required for the completion of a master’s degree is 
approximately two years following graduation from college. The time 
required for completion of a Ph.D. degree is approximately lour years 
after graduation from college. 

In addition to taking courses in the various areas of psychology, the 
graduate student working for advanced degrees is required to spend 
a large part of his time on research projects and, in the case of clinical 
psychology students, in fieldwork placements in clinics and hospitals. 

The Ph.D. candidate must also pass reading examinations in two 
foreign languages, usually French and German, although some univer- 
sities now permit an examination in statistics in place of one language. 

Since the end of World War II, enrollment in graduate schools in 
psychology in the United States has shown a phenomenal increase. 
Psychology has moved from a prewar position of twentieth place to a 
present position of second place in terms of the total number of gradu- 
ate students enrolled in Ph.D. programs. Only chemistry has more 
Ph.i;. .irndents. As career opportunities in psychology have become 
better known and as demand has increased, large numbers of college 
students have decided to enter psychology as a career. 

Most graduate schools require that a student have an excellent under- 
graduate record in order to be admitted. Graduate departments of 
psychology often urge undergraduates to take courses in biology, physi- 
ology, statistics, and the basic sciences in general, along with work in 
the social sciences. 

Wh4it does the social worker do? 

The social worker is a member of a professional discipline that 
has developed very recently. The social worker uses methods and tech- 
niques that have been found to be effective in helping people help 
themselves. The casework method uses the face-to-face interview and 
the personal relationships it involves, to help individuals in trouble. 
The group work method uses knowledge of group characteristics to 
bring help to people in groups. 

The various specialty areas of social work are in part determined by 
educational specialization and in part by the places where social workers 
are employed. Medical social workers, for example, are found primarily 
in hospitals, where they provide help and support to patients and their 
families in adjusting to all the difliculties that illness and hospitaliza- 
tion can bring about. School social workers are employed in schools. 



268 


Careers in Mental Health 


where their job is to help pupils and their families with whatever diffi- 
culties may be interfering with the effective educational achievement 
of the pupil. Psychiatric social workers are employed by mental health 
clinics and mental hospitals. The psychiatric social worker is the pro- 
fessional social worker most closely related to the mental health field, 
although nearly all social workers are concerned in some measure with 
helping people deal with crises and accompanying emotional problems. 

The psychiatric social worker is a member of the team of profes- 
sionals whose skills are pooled in helping individual patients regain 
their mental health. The psychiatric social worker in the mental hos- 
pital often does the initial interview with the patient and with the 
patient’s family, interpreting to them the functions of the mental health 
center and clarifying their concepts of what treatment involves and 
what they may expect from treatment. He may discuss the development 
of the patient’s illness with relatives, friends, and employer. Very often 
the psychiatric social worker engages in continuing interviews with the 
patient himself, using the casework method in an attempt to nourish 
and support whatever positive components exist in the patient’s per- 
sonality. He may help recovered patients in the problems of returning 
to home and community. 

In addition to clinics and hospitals, psychiatric social workers may 
also be found in juvenile courts, community and slate health depart- 
ments, and, occasionally, in private practice. 

The social group worker is hired by groups that are formed to help 
members achieve better personal and social development. Social group 
workers are employed in community centers, settlement houses, mental 
hospitals, and children’s hospital wards, and by organizations such as 
Boy Scouts, Girl Scouts, and the Y.M.C.A. 

The community organization worker works with those agencies and 
people within the community that can help bring about improvement 
in institutional structures in an effort to alleviate personal crises and 
intergroup tensions. 

There are many other kinds of social workers, but the mentioned 
specialties will give an idea of the diversity of the field. 

Generally the training of social workers is so broad that they are 
prepared to move from one specialty area to another depending ufton 
social need. Social workers have a well-worked-out system of supervision 
that provides a source of constant support and growth for the student 
and the newly trained worker. 
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How does one become a social worker? 

Because of the relatively recent development of this professional 
field there are many persons employed in social work and social wel- 
fare positions who are not fully trained social workers, although nearly 
all of them have college degrees. Leaders in the social work profession 
feel that after college at least two years in a professional school of social 
work is necessary before the person may be fully qualified. In recent 
years there has been a trend toward even more education, and some 
social workers preparing for teaching or administrative careers earn 
doctors* degrees in social work. 

While in college, people who are planning a career in social work 
usually major in one of the social sciences such as sociology, psychology, 
economics, anthropology, and history. Many colleges and universities 
have developed a major in social welfare, which combines offerings 
from various social studies into a unified program. However, because 
so many students decide on a career in social work relatively late in 
their college planning, professional schools of social work are more 
likely to be concerned with tlie student*s maturity, motivation, and his 
interest in a lifelong career in helping people, than in specific college 
courses. 

During the student*s professional education in a school of social work 
he learns basic theoretical approaches to the growth and development 
of human personality. He studies the organizational structure of society 
as it affects the individual, family, group, and community. He also 
learns techniques and methods found to be effective in helping indi- 
viduals and groups maximize their resources to solve their problems. 
I'he professional preparation of social workers includes both extensive 
supervised experience in actual settings where social workers are em- 
ployed and an acquisition of basic skills in research techniques. 

Until World War II, social work was largely a woman's profession. 
Since World War II, large numbers of men have entered this field 
because of the exceedingly attractive career opportunities. At the pres- 
ent time nearly half of the total number of students in schools of social 
work are men. 

What does the professional psychiatric nurse do? 

Nearly every schoolchild has a clear image of the nurse, character- 
istically involving a young woman whose bedside duties ease the pain 
and discomfort of physical illness. Relatively few young people are 
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aware of the career opportunities in psychiatric nursing, which involve 
many different nursing skills and duties. Nor are many aware that psy- 
chiatric nursing in particular, and nursing in general, offer careers to 
men as well as women. In some mental hospitals at least 25 per cent 
of the psychiatric nurses are men. 

The duties of the psychiatric nurse are determined in part by the 
need for mental hospital personnel. The field of psychiatric nursing 
is desperately short of trained people. Any young person whose interests 
include both nursing and work with the mentally handicapped or 
mentally ill may be certain of employment opportunities for the fore- 
seeable future. One result of the shortage of psychiatric nurses has been 
an attempt to fill positions in mental hospitals with psychiatric aides 
and practical nurses. This means that often the few trained professional 
psychiatric nurses working in these hospitals are largely occupied with 
the supervision and training of these other people. 

The duties of the psychiatric nurse have been developing and chang- 
ing with changes in the treatment of mental patients. Only in recent 
years have all student nurses been required to spend a part of their 
training period in a mental hospital. This experience is not intended 
to make psychiatric nurses of the students. However, leaders in the held 
of nursing believe that the psychiatric experience broadens the per- 
spectives of the future nurses and makes them more sensitive to the 
emotional components of all illness. 

The psychiatric nurse works with mental patients. Inasmuch as 
mental patients arc usually not physically sick in the same way as pa- 
tients in a general hospital, the duties of the psychiatric nurse are quite 
different and varied from bedside nursing. There is little bedside nurs- 
ing in the mental hospital except for the wards for the aged, the in- 
firmaries, and the neurological wards. The nurse, instead, uses knowl- 
edge of emotional disorder in a therapeutic way by interacting with 
the patient, by keeping careful notes of his observed behavior, and by 
providing a model of sane orderly behavior, which patients often find 
reassuring and which they attempt to imitate. The psychiatric nurse 
also participates in administering treatments such as electroshock, drug 
medication, and similar procedures requiring nursing assistance. 

Psychiatric nursing is difficult and demanding. It requires patience 
and stability. One of the satisfactions of regular hospital nursing is 
seeing patients get better ahd go home. In the mental hospital, the 
psychiatric nurse works with a more chronic group of patients. The 
mental hospital may lack the best and most modern equipment; indeed 
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the nurse may find some of the essential nursing equipment not avail- 
able. Patient loads are heavy. Despite all of these disadvantages, many 
nurses choose psychiatric nursing as a fascinating and challenging area 
in which to work. 

How does one become a psychiatric nurse? 

Many leaders in the nursing profession would define a psychiatric 
nurse as one with a master’s degree in nursing, who has received 
special training in the care and treatment of mental patients. Defined 
in this way, there are relatively few psychiatric nurses in the country. 
On the other hand, most manpower studies count as psychiatric nurses 
those nurses employed in mental hospitals where they may be receiving 
on-the-job training and supervision from a more highly skilled profes- 
sional nurse, from a psychiatrist, or from other specialists. 

The prospective psychiatric nurse, or the prospective nurse in gen- 
eral, should become acquainted with the three basic roads leading to 
professional work in nursing. The largest group of nurses comes from 
the traditional hospital school of nursing. This usually involves a three- 
year program in a general hospital following graduation from high 
school. Upon completion of these three years the student receives a 
diploma and, after taking a qualifying examination, is registered by the 
state. During the three years the student nurse has a field placement, 
usually for three months, in a mental hospital. 

A new nursing program has been developed which involves a course 
of academic study and fieldwork usually lasting two years in a commu- 
nity college or junior college. During this time the student studies the 
theory and practice of nursing along with basic science and art, and 
receives an Associate in Arts degree along with her nursing diploma 
at the end of the training period. During this program the student 
nurse receives a certain amount of supervised experience in hospitals, 
including a mental hospital, but she does not live in the hospital as is 
the case with the first type of program. Many nursing leaders view this 
as the nursing education pattern of the future. 

A third type of program requires training in a college or university, 
usually in close cooperation wuth the university hospital and health 
services. If the program leads to a bachelor’s degree, this type of train- 
ing requires four or five years. Some universities require, or permit, 
various combinations of college work and hospital training leading to 
the academic degree. Some, for example, require two years of college 
work for admission to the nursing program. There are also universities 
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with master’s degree programs during which the student may specialize 
in a particular field of nursing such as psychiatric and public health 
nursing. Often the master’s programs lead to teaching and supervisory 
positions. The pupil interested in combining college work with a nurs- 
ing career should obtain careful counseling on the various patterns 
possible. Often financial help is available. 

With so many different kinds of nursing education open to the 
prospective nurse he or she ought to obtain full information on the 
alternative programs while in high school, if possible, in order to make 
a decision on the program best suited to his or her long-range goals and 
in order to know what high school subjects will be most helpful. In any 
program the prospective nurse will need to take courses in biology, 
chemistry, and the social sciences in preparation for future speciali- 
zation. 

What about practical nursing opportunities? 

For persons who have not completed high school or for those per- 
sons who feel they are too old to enter one of the lengthy training 
programs in professional nursing, there are career opportunities in 
practical nursing that prepare the individual for work in a psychiatric 
hospital. Practical nurses engage in a variety of nursing services, usually 
under the supervision of a professional nurse or doctor. This is a new 
career opportunity that is growing and changing rapidly. It is a definite 
possibility for many women who want to work with patients but to 
whom the long educational requirements in professional nursing are 
impossible. 

There are two principal types of practical-nursing schools. The first 
is part of a public school, such as a vocational school or adult education 
program. The other type is a private school run by a hospital, or junior 
college, or university. Expenses are not high to the student and in some 
cases the course is free. A course in practical nursing usually takes about 
one year. Mental hospitals are among the major employers of practical 
nurses and sometimes offer courses in practical nursing. 

What does an occupational therapist do? 

Occupational therapy is one example of a number of fields of 
specialization in which specialists work with a wide variety of illnesses, 
including mental illness. The skills and methods of the occupational 
therapist are useful in many chronic conditions, and research is now 
demonstrating their value in more acute conditions as well. 
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The occupational therapist in the mental hospital plans and super- 
vises a variety of activities that have therapeutic value in helping the 
mental patient toward recovery. Work may be repetitive and calming, 
or it may be creative and stimulating, depending on the needs of the 
patient as determined by consultations between the occupational thera- 
pist and the psychiatrist. 

This new profession is growing and changing. The interested student 
should get descriptive material to learn its variety and challenge. 

How does one become an occupational therapist? 

High school graduates enter a special college program that leads 
to the bachelor of science degree in occupational therapy after five 
years. Students already in college, or college graduates, may take part 
in special intensive training lasting eight months to a year in order to 
be qualified. 

Where can one find more detailed information about careers in mental 

health? 

One of the best sources of information about educational require- 
ments in any specific mental health career is the school, college, or 
university in which such educational programs arc located. A postcard 
to the educational center, requesting information and program cata- 
logues, is sufficient. If information is requested from several schools, 
a pattern of requirements and curricula begins to emerge. 

If the aspiring student lives in a metropolitan area, he will find the 
names of various local professional associations in the telephone book. 
A call is usually enough to bring a large supply of career information. 
Sometimes it is possible to visit a university department, a hospital, or 
one of the variety of training centers. Often a teacher or guidance coun- 
selor can help plan such visits. Sometimes arrangements can be made 
for a group to go together. Many schools have Career Days, on which 
experts from a large number of occupations are brought together to 
discuss their specialties. 

The reference room of the nearest public library is likely to have 
career publications on file. 

Students, parents, and counselors may be interested in a book, Menial 
Health Manpoxuer Trends^ by George W. Albee, which describes the 
history, present status, and probable future developments of the mental 
health professions and contains detailed tables on numerical trends in 



274 


Careers in Mental Health 


all fields, shortages, and projection of future degree trends. The final 
report of the Joint Commission on Mental Illness and Health, titled 
Action for Mental Health, is an excellent summary of the history, pres- 
ent status, and future of the whole field. 

Many national organizations provide all sorts of career information. 
Public librarians can supply lists that would include the following: 

Health Education Division 
American Medical Association 
535 North Dearborn Street 
Chicago 10, Illinois 

National Association for Mental Health, Inc. 

Division of Education Services 
10 Columbus Circle 
New York 19, New York 

National Institute of Mental Health 
Career Information Service 
Bethesda 14, Maryland 

Students who are interested in one of the particular mental health 
fields may obtain information on careers by writing to the national 
headquarters of the professional association to which most members 
of tlie profession belong. The addresses of some of the professional 
associations follow: 

Public Information Service 
American Psychiatric Association 
1700 Eighteenth Street, N.W. 

Washington 9, D.C. 

Committee on Careers 
National League for Nursing 
10 Columbus Circle 
New York 19, New York 

American Occupational Therapy Association 
250 West 57th Street 
New York 19, New York 

National Association of 'Social Workers 
95 Madison Avenue 
New York 16, New York 
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National Federation of Settlements, Inc. 
22f) West 47th Street 
New York 36, New York 

Council on Social Work Education 
345 East 46th Street 
New York 17, New York 

The American Psychological Association 
1333 Sixteenth Street, N.W, 

Washington 6, D.C. 



CHARACTER STRUCTURE 


by GERARD V. HAIGH, Ph.D. 

Psychological Sertnce Associates, 

Los Angeles, California 

What is character? 

Character is the tendency of an individuars behavior to be con- 
sistent with a set of values to which he is committed. It includes both 
the persisting habits of the individual and his tendency to make choices 
in line with his values. It includes the capacity to work diligently to- 
ward long-range goals and to avoid being diverted either by obstacles 
or by the attraction of more immediate goals of lesser worth. (See 
Morals, Values, and Menial Health) 

What is the difference between character and personality? 

Character is a part of personality. Personality includes all the 
behavior patterns of the individual, not merely those that arc asso- 
ciated with socially derived values. Personality also includes the per- 
ceptual, cognitive, emotional, and motivational processes of the individ- 
ual. Character has to do with behavior per se, although this is usually 
studied within the context of other personality processes. (Sec Person- 
ality) 

Is there a difference between character and character structure? 

No. Character itself is thought of as the structure underlying 
behavior or conduct. 

What is structure? 

Structure is a concept applied to a grouping of (inferred) personal- 
ity factors underlying the occurrence of observable regularities in be- 
havior. Thus, character is like atomic structure: both are constructs 
invented by scientists to help in understanding and ordering great num- 
bers of observations. 

Is "good characteP^ the same as good character structure? 

‘‘Good character*' has to do with the social reputation of an in- 
dividual. It is determined by how other people judge a person in rela- 
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tion to the values of their own group. Character structure, on the other 
hand, can be evaluated by the psychologist independently of the specific 
content of the individual's values. In general, people who are reputed 
to have bad character are also seen by the psychologist as having weak 
(bad) character structure. However, people with reputations for good 
character may or may not have good character structure; their charac- 
ter structure may be too rigid or restricting to be considered healthy 
(good). 

Why are the terms *^weak** and ^‘healthy'* used rather than “bad^^ and 

Because the psychologist attempts to study personality without 
making the moral judgments that are customary in American culture. 

Does this mean that the psychologist makes judgments that are not 

hosed upon values? 

No. The psychologist must call upon values in making and order- 
ing nis observations. However, his value system is somewhat different 
from the value system of American culture. 

One difference is that American culture emphasizes specific ways in 
which a person should act, whereas psychology is equally concerned 
with emotions and motives that xinderlie actions. For example, a 
woman is admired by her neighbors for being a meticulous house- 
keeper, a dependable P.T.A. member, and a conscientious den mother. 
These are considered signs of “good character." A psychologist notes 
that she is mildly depressed most of the time and learns that she never 
has moments of great joy. From his point of view, her character struc- 
ture is too restricting. (See Culture and Personality) 

Are character and happiness somewhat opposed to each other? 

Only if you equate happiness with satisfaction of short-term goals. 
Dedication to fun seeking may stifle the development of character. But 
if happiness is understood to include a zest for life or a general glow of 
well-being, then its attainment is dependent upon the development of 
sound character structure, which has to do with the stability of one's 
habits and one's decision making. 

Is the more stable character structure more sound? 

No. Sometimes habits become too rigid. For example, a success- 
ful but ulcerous businessman was advised by his doctor to relax and 
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take time off for recreation. He arranged his schedule to include three 
hours and fifteen minutes on Friday evenings for taking his wife to the 
movies. He was henceforth conscientious in keeping this appointment 
regularly. Although he changed his weekly schedule slightly, his char- 
acter structure remained rigidly unchanged. 

Is it better to have a somewhat unstable character structure? 

Unstable implies change without orderliness. A flexible character 
structure is one that changes in an orderly manner to adapt to changes 
in the life situation of the individual. 

Do people today have less character than people had fifty years ago? 

Yes, that is probably true. A notable proportion of people today lack 
the rudder provided by a firm commitment to values. Therefore they 
drift through life without a sure sense of direction. They are more 
vulnerable to feelings of futility, of emptiness, and of meaninglessness. 
Like the Stranger of Albert Camus, they reach the peak of their own 
potential experience with the attainment of indifference. 

Why has this general weakening of character occurred? 

We do not know for sure, but partly this seems to have been a by- 
product of the attack on neurosis. When it was discovered that neurotic 
symptoms result from the repression of feelings and impulses, a con- 
certed effort was made to help people lift these repressions. Mucli 
change has occurred in this^direction so that Americans are much more 
aware of their own motivations than they were a few generations ago. 

Doesn't the lessening of repressions represent an improvement of 

mental health? 

It does, so far as it goes. Neurotic symptoms diminish with the 
lifting of repressions. The lifting of repression also leads to the disso- 
lution of irrational values. However, if irrational values are not re- 
placed by rational values, then character problems begin to take the 
place of neurotic problems. Perhaps the most pressing personal pursuit 
of our times is the quest for identity. The sense of identity is intimately 
involved with commitment to values, so that this search for identity is 
essentially a character problem. (vSee Identity) 

When are character structure and the sense of identity usually formed? 

They begin to form in early childhood. The parents* “yes'* or 
‘‘no,’* smile or frown, pat or slap carry the message of “good” or “bad** 
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to the child. The child’s reaction to this message determines whether 
values will be learned. A mistrustful child may either defy or simulate 
compliance. However, if the child trusts his parents, he will probably 
introject the value. 

What is introjection? 

It is the process by which an individual takes a value “inside” 
himself. Through reward and punishment, a child learns first to comply 
with a value in the presence of his parents. Later, when his behavior 
away from the presence of his parents conforms with the value, he is 
said to have intro jectcd the value. (See Mental Mechanisms) 

Is the sense of identity also determined by introjection? 

Partly, but it is also determined by identification. 

What is identification? 

It is the process through which an individual models himself after 
another person. In a healthy family the child tends to admire the 
parent of the same sex and strives to become like him. 

Is the formation of character always a conscious process? 

No. Many values are learned in early childhood through condi- 
tioning. If the parents respond in a consistent, positive manner to a 
particular behavior ot the child, he may behave more frequently in this 
way. He may come to feel implicitly that this is a “right” way to behave 
because it “feels good” when he behaves this way. This can be de- 
scribed as the learning of a value, which is then thought of as part of 
the person's character structure. Neither the parents nor the child need 
have been c onscious of the learning that took place. The same kind of 
unconscious learning can take place with negative values. 

Does a person inherit any part of his character structure? 

Not directly, but inherited constitutional factors do influence the 
formation of character. Some of these factors are body type, energy 
endowment, motility, and emotional cndcnvment. (See Constitutiojial 
Variation and Menial Health) 

How do social factors affect character structure? 

Sexual factors are fundamental in the development of character 
structure. At first, the culture influences the child exclusively through 
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the parents, but as the child moves out of the family into increasing 
contact with neighborhood, school, and church groups, his character 
is directly influenced by a variety of social factors. Class values, ethnic 
values, and later on the values of a business organization or of his pro- 
fession-all these and many more may affect character changes. (See 
Social Factors in Mental Illness; Social Status and Mental Health) 

Is character formed entirely in childhood? 

The major patterns of character seem to be formed in the first 
years of life. However, values are learned and changed throughout 
adolescence, young adulthood, and even in maturity. 

Do psychologists agree on one way of classifying character structure? 

No. Psychology is a relatively new science, and disagreement 
among scientists is a healthy condition in a new science. As on many 
issues, psychologists differ in the ways they classify character structure. 

What is the most widely used system for classifying character stnu ture? 

The Freudian or psychoanalytic system is the one most widely 
used by professional practitioners in the field of mental health. 

Did Sigmund Freud say that sex is a major factor in determining a 

personas character? 

Freud did say that a person’s character is largely determined by 
the way in which he copes with his sex urges during critical periods in 
childhood. However, sex, in Freud’s view, included the total outreach 
of an individual for nondestructive contact with his environment. 

Erik H. Erikson, in Childhood and Society^ has extended the Freud- 
ian theory to show how the individual’s way of handling sexual de- 
velopmental tasks are elaborated into broad relationship patterns. In 
Erikson’s hands, the psychoanalytic system has been expanded beyond 
a preoccupation with the sexual impulse (all>eit broadly defined) into 
a comprehensive scheme that includes emphasis upon cultural factors 
and upon interpersonal relationship patterns. 

What is the psychoanalytic system for classifying character? 

It can be understood iA relation to the Freudian theory of psycho- 
sexual development. According to this theory, every person passes 
through a fixed sequence of stages. Each person’s character tends to 
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evolve around a conflict confronted in one of these developmental 
stages. (See Psychosexual Development in Man) 

What are the developmental stages and what are the character types 

associated with each? 

1) oral stage— narcissistic character 

2) anal stage— obsessive-compulsive character 

3) oedipal stage 

A. phallic phase— hysterical character 

B. genital phase— genital character 

How daes a narcissistic character develop out of the oral stage? 

The oral stage is the period after birth when the infant is most 
dependent upon his mother for the satisfaction of his needs. The 
manner in which he is nurtured determines the amount of trust he 
becomes capable of feeling toward others. At first the infant, like 
Narcissus, loves only himself. To the extent that he learns to trust, he 
extends that love outward to others. Narcissistic character is found 
in a person who has developed only a minimal capacity to love and 
trust others, and who instead needs an excessive amount of attention 
from others. Such a person is incapable of intimate relationships with 
anyone, ])ut instead may value and strive for the implicit or explicit 
applause of a crowd. In the film La Dolce Vita the actress Sylvia is a 
narcissistic character. She has become a sex queen in order to receive 
the adulation of others although she has no real desire for a hetero- 
sexual relationship. She loves her own body for the sensual satisfactions 
it brings her. She makes a close emotional identification with a little 
kitten hungry for milk, probably feeling more like that kitten than 
like a mature woman. 

How does an obsessive-compulsive character develop out of the anal 

stage? 

The anal stage is the period during which the child first learns to 
gain major control over his envn body. In toilet training and in de- 
veloping the use of his arms, his hands, and his eyes, he learns how to 
hang on and how to let go. H< is confronted with his parents* values 
as to when he should hold on and when he should let go. He may 
vacillate between self-confidence and pride on the one hand, and shame 
and doubt on the other. He may also vacillate between trusting accept- 
ance and angTy defiance in reaction to his parents. The obsessive-corn- 
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pulsive character is found in persons who protect themselves from 
shame, doubt, uncertainty, and anger by exaggerating the values of 
their parents. They become exceedingly conscientious and particularly 
meticulous with respect to details. Their lives become oriented toward 
doing their duty. Their emotionality is inhibited so that they experi- 
ence very little in the way of feelings. They are typically hardworking 
but they have very little capacity to relax. 

How does the hysterical character tlevelop out of the phallic phase of 

the oedipal stage? 

The oedipal stage, in contrast to the oral and the anal, is char- 
acterized by the tendency of the child to reach out for sexual relation- 
ships with other people. The first persons toward whom the child 
reaches (usually in fantasy) are his parents. As he resolves the conflict 
involved in this first outreach, his desire shifts toward members of the 
opposite sex other than his parent. The first phase (phallic) of this 
reaching beyond the family is one marked by intrusion in which the 
individual is out to make conquests. An adult male with such an ex- 
ploitative pattern is called a Don Juan character. Women may be 
equally active sexually although they may express it differently through 
teasing, provoking, or making themselves attractive. In the hysterical 
character, which is found predominantly among women, guilt is as- 
sociated with sexual expression, and sexual thoughts tend to be re- 
pressed. Such a woman may remain quite provocative sexually al- 
though she is unaware of this and tends to be tense and apprehensive 
about it. Her emotions (other than sexual) are easily aroused. She 
tends to be both excitable and suggestible. While the obsessive-compul- 
sive character places a high value on facts, the hysterical character is 
easily swayed by feelings, so that the boundary between fact and fantasy 
is a vague one. 

What is a genital character? 

Erik Erikson described genitality as the utopia of the Freudian 
system. The individual with a genital character is one who is capable 
of achieving mutuality in interpersonal relationships. He has a strong 
sense of identity, and he is committed to a consistent set of values. Like 
the narcissistic character, he is able to receive from others but he is 
also able to give. Like the obsessive-compulsive character, he is able to 
work but he is also able to play. Like the hysterical character, he is 
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capable of having strong feelings but without guilt reactions even if 
these feelings are sexual. 

What is character disorder? 

It is a character structure in which there has been an inadequate 
introjection of values for social living. This is a developmental defect 
in which there is little or no sense of distress. 

How does character disorder differ from psychoneurosis? 

In general, the psychoneurotic wants to be good because he has 
introjected social values. This introjecting also leads to inner conflict, 
repression, guilt, and anxiety. The person who has a character dis- 
order does not particularly care wliether he is good or not. He knows 
what the social values are and he may l)e good in order to avoid being 
punished. But he has not introjected these values and so he has little 
inner conflict. What anxiety he does have comes from external threat in 
contrast with neurotic anxiety, which comes from internal threats posed 
by the conscience. (See Neuroses) 

How does character disorder differ from psychosis? 

In general, the psychotic’s thoughts deviate from social reality 
and his behavior may be bi/arre. The thinking of a person who has a 
character disorder is not deviant, nor is his behavior bizarre. It is 
merely that his actions may not comply with what is expected of him. 
(Sec Psychoses) 

How does a person zvho has a character disorder differ from a psy- 
chopath or a sociopath? 

A psychopath or a sociopath is a person who habitually behaves 
in an antisocial manner, such as a criminal, a sexual deviate, or an addict. 
These people most freciuently have an underlying character disorder, 
but the underlying problem may also be psychosis, neurosis, or organic 
brain impairment. (See Psychopath or Sociopath) 

How does a character disorder manifest itself? 

It manifests itself by the occurrence of unexpected behavior. The 
person with a character disorder has less capacity for maintaining 
loyalty to others. He does not abide by commitments to other people 
or to work of a productive nature. He tends to manipulate other 
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people in order to attain his own ends. If other people get in his way, 
he can hurt them without compassion or even feelings of guilt. He has 
very little capacity for empathy with others. Words, ideas, and ideals 
do not seem to have the same meaning for him that they have for other 
people; he uses them like coins to get what he wants from other people. 
He cannot be trusted to do what he says he will do. He has little ability 
to tolerate delay and so tends to plunge quickly into action when 
stimulated. 

How does a person with a character disorder affect the people around 

him? 

Individuals with character disorders that are not too severe are 
often very effective in making good first impressions on other people. 
They tend to ingratiate themselves quickly, but sooner or later their 
lack of empathic concern is manifested and the people around them 
get hurt. Some of these people get angry and will have nothing more 
to do with such a person. Others take a moralistic view and may use 
punishments in an effort to reform the “offender.” Both of these re- 
actions usually develop out of bafllement and an inability to under- 
stand the person who has a character disorder. 

Are there different degrees of character disorder? 

Yes, ranging from mild character defects found sometimes even in 
the conscience-ridden obsessive-compulsive character to the infantile 
character and the impulsive character. 

What is an infantile character? 

It is a type of character structure in which there is extreme imma- 
turity, childlike dependence on others, and weak impulse control. 
Often such an individual is a sexually polymorphous pervert; that is, 
he may engage in many kinds of sexual deviation or perversion, usually 
at the instigation of others and without apparent preference on his 
part. The infantile character may express raw primitive fantasies that 
at times make him appear psychotic. 

What is an impulsive character? 

It is a type of character disorder in which the individual is un- 
able to control his emotions under minor or major stress. He may be 
given to sudden outbursts such as temper tantrums, sexual frenzies, or 
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drinking jags. There may be unpredictable assaults upon others 
triggered off by seemingly trivial incidents. The individual's behavior 
is in general excitable and ineffective. His judgment is not dependable 
and his relationship with others is usually disrupted by the unpre- 
dictability of his behavior. 

What causes character disorders? 

We do not know for sure. Constitutional factors may play a part 
that we do not yet understand. Probably the major factors are to be 
found within family relationships. 

Character disorders tend to develop when there is a large degree 
of mistrust in the parent-child relationship and the child never learns 
to experience warmth and security with others. Values then fail to be 
introjected, and inner controls over behavior fail to develop. (See The 
Family in Illness and Health; Parenthood and Child Rearing 

Can character disorders he treated? 

Yes, but they are more difficult to treat than are the neuroses. This 
is so l)ecause the person with a character disorder feels a minimal 
amount of anxiety or distress. He does not usually feel that he is sick, 
hence does not see the need for treatment. He is frequently brought 
into treatment by someone else (a probation officer, a spouse, or an 
employer). 

How are character disorders treated? 

The more extreme forms of impulsive and infantile character usu- 
ally require hospitalization in order to provide the patient with the 
controls needed on a twenty-four-hour-a-day basis. He may require a 
treatment period of several years' duration, and even with such exten- 
sive treatment the prognosis is not always good. 

The milder forms of character disorder are usually treated with out- 
patient psychotherapy and with psychoanalysis. A step that is often 
necessary in this treatment is the generation of anxiety, with the result 
that frequently the person feels worse during treatment than at any 
time previously. (See Psychoanalysis) 

On what does successful treatment depend? 

It depends on whether or not a relationship can be established be- 
tween the patient and the therapist. It may help if the patient likes 
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the therapist, but it is even more important that the patient learns to 
trust the therapist. More than in working with neurotic problems, the 
therapist working with character problems must be careful to be firm 
and consistent. The patient may be very disarming and adept at charm- 
ing others and is very likely to employ his charms on the therapist. The 
therapist must be alert to such efforts at being manipulated, not only 
so that he may not be taken in, but also so that he can see in the pa- 
tient the fears underlying these manipulations. 

Is age a factor in treatmentf 

Yes, to some extent it is. Character problems are particularly fre- 
quent during adolescence. Even in relatively healthy personality de- 
velopment, adolescence may be a time of turmoil with respect to the 
crystallization of character and of a sense of identity. Adolescents are 
especially difficult to treat with the usual forms of psychotherapy, al- 
though some therapists report consistent success within this age range. 
Others have been able to treat adolescents in groups where they learn 
to define and introject values from their peers. 

Beyond adolescence, age is not a crucial factor, although it is prob- 
ably true to some extent that the younger the adult, the better the prog- 
nosis. (See Adolescence; Group Psychotherapy) 

Can the same individual have both character problems and neurotic 

problems? 

This is very frequently the case, although the neurotic person 
never has the very severe character disorders. Persons having both are 
more difficult to treat than those with only neurotic problems but are 
less difficult to treat than those with only character problems. 
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What is the field of child development? 

The field of child development is the study of growth and develop- 
ment from conception to adult life, from the relatively undifferentiated 
state of the newborn (or unborn) infant to rhe intricate complexity of 
maturity. This process may be examined broadly, from many view- 
points: thus child development may include biological, psychological, 
sociological, or anthropological approaches. The following discussion 
will emphasize the psychological characteristics of development of chil- 
dren, with some attention directed toward the closely related physical 
and neuromuscular aspects of human growth. 

Although one self-evident and traditional task of professionals in the 
field of child development has been to construct a descriptive account of 
the behaviors characteristic of children at different ages, there are so 
many and such wide individual differences among children at all ages 
that in recent years child psychologists have centered almost all their 
research upon the genetic or environmental- especially the latter— fac- 
tors related to the behavior of children. For the most part, child psychol- 
ogists during the last ten years or more have studied either the concur- 
rent or antecedent environmental circumstances or experiences related 
to the learning, emotional, or personal characteristics of children. 

To study the effects of antecedent conditions on later behavior, re- 
search workers commonly search for differing environmental conditions 
that occur naturally in the population. Since the experiences of infants 
and children vary according to the environments into which they hap- 
pened to be bom, child psychol 'gists, though usually unable to assign 
children to experimental groups at random, as in the laboratory, may 
study the effects of these different naturally occurring experiences on 
children's behavior. Studies of various methods of feeding, or toilet 
training, or of parental rejection or nurturance, for example, are usually 

287 



288 


Child Development 


investigations of this nature and are possible simply because these 
methods of parental training commonly vary within or between cul- 
tures. 

To the extent that the field of child development explores change in 
behavior over a period of time, it generally is a disciplined, but not an 
exact, experimental science. Children cannot be reared in laboratories 
under rigidly controlled conditions. Research workers in child de- 
velopment have often turned to research with animals for more exactly 
controlled investigation, as well as for investigation into those theo- 
retically significant conditions of rearing that differ from culturally 
accepted norms of child rearing, although animal studies, of course, 
always leave unanswered the question of their relevance to human 
behavior. 

Children can, however, be brought into laboratories for short periods 
of time, and considerable research has been reported on the concurrent 
conditions related to the appearance of various kinds of behavior, such 
as the expression of anxiety or achievement. Considerable research has 
also been reported on the specific conditions underlying the process of 
learning. 

The results of most studies in child psychology yield relationships of 
a general or statistical rather than of a specific or an invariant nature. 
Almost never do research studies find that a particular method of child- 
rearing invariably results in a predictable consequent behavior in the 
child. There are so many factors— most of them still unknown— affecting 
behavior, that knowledge of the effect of only one or several of tlicm 
is not sufficient grounds for extensive explanation or prediction. The 
researcher can usually at best report that a particular factor has some 
effect beyond mere chance, and questions such as which individuals are 
most affected, or under what conditions the effect is most likely to 
appear, he gener.ally must leave unanswered, or hopefully, for further 
research to answer. 

The researcher usually can study only one or a few variables at one 
time, attempting to control for as many others as he can. The novelist, 
biographer, or clinician, however, is bound by no such restrictions and 
he can— and must— investigate one individual in all his complexity. The 
sensitive novelist or clinician often may discover, in ways not available 
to the researcher, significant determinants of individual behavior. The 
relationships uncovered by the clinician, however, valuable as they h.ive 
proven to be for theory-building, must be subject to the more carefully 
controlled study of more than one subject if these relationships are to 
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fit reliably into a general theory of behavior and its development. The 
following discussion will lean most heavily on the results— positive or 
negative— of carefully controlled research into the behavior of children. 

Htnv does one evaluate the develofrment of a baby? 

Regular medical (which includes developmental) observation of 
babies under one year should be performed at approximately monthly 
intervals in order to evaluate the progress of the infant. In addition 
to the developmental observations these visits to the pediatrician pro- 
vide an opportunity to immunize the baby against potentially hazard- 
ous diseases such as poliomyelitis (infantile paralysis), whooping cough, 
diphtheria, tetanus (lockjaw), and smallpox. 

The basic evaluations of physical growth are noted from the baby's 
gain in weight and growth in length. The baby will usually triple its 
birth weight in the first year and grow to one-and-one-half times its 
birth length. In addition regular measurements of the growth of the 
head are made during these visits. This is an indirect measurement of 
the growth and development of the brain. 

Further evaluations of the growth and development of the brain 
and central nervous system arc made from observations of the behavior 
of the infant and the testing of his reflexes. Thus, observations of the 
time of responsive smiling, the ability to control head movements, eye 
and hand coordination, sitting, crawling, standing, walking, and the 
development of social responsiveness arc all helpful in evaluating the 
general progress of the baby. These observations have been recorded 
systematically by Arnold Gescll and other observers of child develop- 
ment so that more detailed studies may be made if there is some in- 
dication for this. These more systematic observations must be done 
by professionally trained workers who arc familiar with the circum- 
stances under which the tests should be carried out and who can 
properly interpret the results. 

Hotv sensitive is the newborn to his environment? 

Studies of the sensory equipment of the newborn provide a base- 
line for an understanding of his later development and the mechanisms 
through which he reacts to his environment and to change in that 
environment. 

Within a few days of birth the infant can respond to different degrees 
of light intensity with the pupillary reflex (widening or narrowing of 
the pupil in response to light). He can fixate one eye on a light source 



290 


Child Development 


within a few hours after birth and can bring together both eyes on the 
light source after a few days. Not until the fourth week, however, can 
he fixate upon different objects presented in succession. The ability to 
follow a moving object appears within the first week and improves 
rapidly. Infants are most active in dim light, least active in bright light. 

From birth, most infants react to loud, sharp sounds, although some 
who later develop normal hearing show no reactions. These short, loud 
noises disturb infants, whereas mild, prolonged sounds seem to quiet 
them. Ability to localize sound appears at about twenty weeks. 

Taste and smell are well developed at birth, and the newborn infant 
is sensitive to touch, temperature, and pain. Light touch generally re- 
sults in movement of only the touched part, but heavier pressure is 
more likely to result in general body movement. 

A number of studies have shown that infants reared in institutions 
where there are many babies and few caretakers show deliciencies later 
in life, both in iniellectual and in emotional development. It has been 
suggested that the factor principally responsible for these deficiencies 
is the lack of adequate sensory stimulation during the first few years of 
life. Frequent stimulation ol the infant’s sensory equipment may be 
required for the development of a normally functioning nervous system. 

Are there consistent individual differences among neivborn babies? 

Individual differences in total bodily activity among infants are 
considerable. Some babies have been shown to be five times as active as 
others when their movements are measured with objective recording 
devices. These differences in activity tend to be maintained as the chil- 
dren grow older. 

Individual degrees of irritability, of tone and timbre of crying, and 
of motility and tonicity of muscles are also characteristic of babies. 
These expressions of emotional tendencies remain fairly stable from 
child to child over the first three years of life, and even into adolescence. 

What are the guiding theories of personality development? 

Although there are now many theories of personality, very few 
have emphasized, or even speculated about, the developmental process. 
Almost all theorists have either explicitly or implicitly assumed that 
personality evolves through the interaction between the growing child 
and his environment, but few have attempted to specify the process by 
which the sleeping, eating, crying, active or inactive, sensitive or insen- 
sitive infant becomes the animated or somnolent, the gluttonous or 
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abstemious, the tearful or spartan, the energetic or indolent, the 
socially acute or gauche adolescent and adult. By far the most detailed 
and research-stimulating theory of personality development is the 
“psychosexual” theory of Sigmund Freud. 

Freud conceived of infancy and childhood as successive stages of 
biological development during which libidinal energy is centered in 
first one and then another area of the body. Normal children, Freud 
stated, pass through each stage until they reach the mature “genitar* 
stage of development. Overindulgence or frustration of the child’s 
libidinal drives at any stage results in “fixation” at that particular level, 
and in the consequent inability to move on to more mature levels of 
adjustment. 

According to Freud, the first stage is the oral level (sucking and 
swallowing). The overindulged child at the first oral level is char- 
acterized as carefree, generous, optimistic, and unwilling to assume 
responsibilities. The child who is frustrated in his oral needs is said to 
become pessimistic, demanding of help from others, and dependent. 
The second oral stage is the oral sadistic (biting, devouring) level. Lack 
of satisfaction at this level results in an adult characterized by ambiv- 
alent attitudes toward others. Friendliness alternates with hostility, ag- 
gression with submissivencss, love with hale. 

The anal stage follows the oral period. Here the libido becomes con- 
centrated upon the process of the expulsion of feces and the clashes 
wdth the parents’ needs to train the child. The child who is fixated at 
the anal level of development is dominated by retaining or possessive 
characteristics as an adult. Frustration at this level results either in 
“regression” back to the oral stage or in personal characteristics of 
orderliness and worry about fine details, cleanliness, parsimony, ob- 
stinacy, or, in extremity, sadism, or masochism. 

The anal period is replaced by the phallic stage (touching, exploring, 
fantasying about the genitalia) and the development of the Oedipus 
complex— love for the parent of the opposite sex. In normal children 
the Oedipus complex is resolved as the child abandons the cross-sex 
parent as a love object and identifies with the parent of the same sex. 
It is through this process that the superego (conscience) is formed and 
strengthened. 

The latency period of middle childhood is a time of libidinal quies- 
cence, during which repression and other psychological “defense 
mechanisms” appear, and social feelings develop. Puberty brings on 
the late genital period, a revival of the Oedipus conflict, the develop- 
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ment of adult modes of libidinal satisfaction, the predominance of 
homosexual choices, and finally the normal heterosexual choice of the 
love object. (See Psychoscxual Development in Man) 

Early psychoanalytic theory of the development of personality was 
derived through the study of adults’ recall of their childhood years, but 
it has led to many investigations with infants and children as subjects, 
of the areas of feeding, toilet training, identification, dependency, and 
the growth of conscience and guilt feelings. 

A more recently formulated, “neo-Freudian” theory of personality 
development has been offered by Erik Erikson, who incorporates the 
stages and fixation aspects of the Freudian theory, while de-emphasizing 
the importance of organ systems and centering upon problems of social 
learning. 

Erikson suggests eight successive periods of development, each with 
its “psychosocial crisis” to be resolved by the child before he can move 
satisfactorily to the next level. 

1) Learning trust versus mistrust. During infancy the child who is 
loved and nurtured becomes basically secure and optimistic. The child 
who is mistreated becomes insecure and mistrustful. 

2) Learning autonomy versus shame. The learning of bowel control 
is the prototype of many social lessons during the ages one to four, 
during which the child may develop either feelings of pride in ac- 
complishment and self-control, or feelings of shame. 

3) Learning initiative versus guilt. During the preschool years the 
child learns to develop his social skills with other children, to cooperate, 
and to be able to lead as well as to follow. The child not able to do this 
feels guilty, clings to adults, and does not develop play skills and im- 
agination. (See Guilt) 

4) Learning industry versus inferiority. The school age child learns 
the techniques of self-discipline, the more formal rules of living in his 
peer group, and the satisfaction of accomplishment. Failing to do this 
he feels inadequate and inferior. 

5) Learning identity versus identity confusion. During adolescence 
a mature time perspective and a sense of achievement develop in the 
successful person. Although probably most adolescents experiment with 
minor delinquency, are rebellious, and have feelings of self-doubt, the 
maturing young adult gradually learns, by trial and error, his stable 
social role. At this stage the growing and developing youth looks for 
models to inspire him and for ideals to guide him. (See Identity; 
Adolescence) 
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6) Learning intimacy versus isolation. A successful basis for marriage 
and lasting friendships depends upon the development of the ability 
to experience real intimacy. The avoidance of such experiences may 
lead to isolation. 

7) Learning generalivity versus self-absorption. The successful adult 
lives productively, in his family as well as in his work life. If the in- 
dividual is unable to do this, he may become overly self-absorbed. 

8) Learning personality integration versus despair. The mature 
adult, having successfully passed the earlier stages, develops independ- 
ence and security. The adult who remains at conflict on one or more of 
the lower levels is chronically dissatisfied and never at peace with him- 
self. (See Creativity) 

What are the effects of various feeding practices on the child* s be- 
havior? 

Advice to parents about the feeding of infants has shifted drastically 
over the past fifty years. In 1920, for example, most advice-giving 
articles recommended strict feeding schedules, in contrast to the 
predominance of recommendations for self-regulatory (“on demand”) 
feeding in 1948. Recommendations have been based upon differing 
viewpoints of the effects of various feeding methods on many aspects 
of the child’s behavior, including the development of his personality. 

What have careful studies of feeding practices found? Breast versus 
bottle feeding has no demonstrable effect on such behavior as aggres- 
sion, dependency, feeding problems, thumb-sucking, bed-wetting, or 
disturbance over toilet training. Research findings indicate that mothers 
who breast feed feel no warmer toward their children nor more 
competent in child care, nor are they any happier about having chil- 
dren. In the past, parents with more education tended to prefer bottle 
feeding; in recent years this group is moving toward a greater prefer- 
ence for breast feeding while those with lesser education are giving it 
up. From a clinical viewpoint, breast feeding when possible would 
seem preferable inasmuch as it provides a food uniquely suited for the 
infant under comfortable feeding conditions. 

Although most mothers now follow a rather permissive feeding sched- 
ule, about 20 per cent still schedule feedings rather rigidly. These 
latter mothers tend to be somewhat more anxious about child care, but 
the fact that their babies were fed on a rigid schedule seems not to 
affect the development of their children’s personalities. The occurrence 
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of feeding problems similarly is unrelated to scheduled versus “self- 
demand*' feeding practices. 

Babies whose weaning is started latest are weaned more quickly than 
babies whose weaning is started earlier, but there is a tendency for late, 
severely, or very permissively weaned babies to become more upset 
over the weaning process than babies weaned early, gently, but less 
permissively. 

What are the effects of differences in timing and severity of toilet 

training? 

The range of ages at which mothers begin toilet training children 
is wide, from before six months to over two years. In general, the later 
training is started, the quicker it is completed. 

Children started in training cither early— five to nine months— or 
late— after twenty months— show little upset over the training process. 
Children started in the period of fifteen to nineteen months show the 
highest percentage of disturbances. 

Severity in toilet training— the use of punishment or extreme pres- 
sure— does not shorten the training period, and in unaffectionate 
mothers seems to be related to prolonged bed-wetting. Severity in warm 
mothers has no effect on bed-wetting. A general quality of maternal per- 
sonality tends to be related to severity of training. More severe mothers 
demand from their children early conformance to adult standards, are 
generally more punitive, and do not tolerate counteraggression. 

There is evidence, furthermore, that rigidity in training, along with 
rigidity in other aspects of infant care, results in slower motor develop- 
ment during infancy. 

When later effects of toilet training have been investigated, some 
studies have shown a positive relationship between severe training and 
the development of aggression and negativism in early childhood, al- 
though these results m«ay apply only to boys and not to girls. Evidence 
for the relationship between severity or early onset of training and the 
psychoanalytic “anal character’* is conflicting, although the postulated 
traits of “anal ity**— obstinacy, parsimony, and orderliness— do tend to 
occur together. 

How do children develop appropriate sex roles? 

Much of the behavior of children may be attributed not to the 
learning of specific acts by reward and punishment, but to the adoption 
of a specific role in society. The child may be said to pattern his be- 
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havior according to the role with which he identifies himself. Children 
generally behave in ways that are appropriate to their own cultures, 
their own families or communities, and to their own sex. 

In general, boys identify with their fathers and girls with their 
mothers. Probably because of the different expectations and reinforce- 
ments of the parents, boys as early as their second or third years begin 
to show preferences for rough, aggressive, and physically more active 
games, whereas girls tend to play more quietly and more imaginatively. 

Boys whose fathers live at home more readily manifest the masculine 
role, especially when their fathers are warm and permissive. The sons 
of rejecting, harsh fathers are less inclined to adopt the masculine sex 
role. Boys also identify more readily with “powerful** fathers (a finding 
that offers some support to the Freudian theory of the Oedipus com- 
plex); these boys behaving in more masculine ways than boys with 
weaker fathers. Boys thus strongly identified with the masculine role 
also tend to be seen as better adjusted than boys without strong mas- 
culine identification. 

The ^clationship between identification and adjustment does not 
hold for girls, however. In fact, little clear evidence has emerged con- 
cerning the identification process in girls. It is probably a more complex 
process than it is for boys, and demands considerably more research 
than is now available. 

Hozv is maternal behavior related to dependency in children? 

Attempts to relate the experiences of the infant to the development 
of dependency behavior have not as yet yielded positive relationships. 
Dependency behavior in early childhood is not related to maternal 
warmth toward the child as an infant, to breast versus bottle feeding, 
nor to the age of weaning. Neither the degree of maternal responsive- 
ness to the infant*s crying nor separation experiences are related to 
later dependency. 

Mothers* reactions to dependent behavior, however, are related to 
the amount of dependency shown by the children. Mothers who report 
that they react to dependent behavior in their children by irritable 
scolding and by pulling away from them also report higher frequency 
of dependent behavior. The most dependent children were those whose 
mothers at first rejected dependent clinging but who eventually gave 
in to the dependency demands. Which conies first— dependency or rejec- 
tion— is still a matter of speculation. 

There, seems to be a general factor of permissiveness related to the 
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mothers’ acceptance of dependent behavior. High tolerance for de- 
pendency is related to the parents’ warmth, gentleness in toilet training, 
and acceptance of sexual behavior and of aggression toward the parents. 
(See Dependence) 

How does aggressive behavior develop? 

Aggressive behavior and dependent behavior are related. Children 
high in dependency also tend to be high in aggression. Both behaviors, 
however, are related to the degree of total activity of the child. 

Boys are generally more aggressive than girls, and this greater ag- 
gressiveness may be related to the tendency for mothers to be generally 
more permissive of aggression in boys and to use more physical punish- 
ment (which tends to increase aggression). 

Aggressiveness is decreased if parents prevent or nip in the bud the 
occurrence of aggressive behavior instead of responding passively to it, 
but only if the prevention is accomplished by control techniques other 
than punishment. Punishment, especially physical punishment, tends 
to increase hostility in the child and leads to further aggression at later 
times, as well as to provide a model for the type of behavior the parents 
wish to prevent. 

Anger is related to the occurrence of frustrating experiences en- 
countered by children in many contexts, and to conditions of fatigue 
and temporary poor health. The highest frequency of aggressive and 
angry outbursts occur just before lunch and just before the evening 
meal, as mothers hurrying to prepare dinner well know. (See Aggres- 
sions) 

What are the effects of anxiety in schoolchildren? 

Ours has been called the “Age of Anxiety.” Certainly, feelings of 
tension and gnawing fear in the absence of real threat are common 
among both adults and children, and represent a pervasive problem for 
research workers and practitioners in mental health. 

Recent investigations have approached the general problem of anx- 
iety through the study of the reactions of children in test-taking situa- 
tions. Children who are anxious when taking tests also tend to show 
anxiety under other circumstances, suggesting the existence of a general 
factor of anxiety that tends to arise in some children under conditions 
of stress. Test-anxious children are likely to blame themselves for 
failure, and to lack self-confidence. 
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Test anxiety increases with age, presumably as children's perceptions 
of adult pressure to succeed become more acute. Girls admit anxiety 
more readily than boys, but the effect of anxiety upon their perform- 
ances is not so clear-cut as it is for boys. There are no social class differ- 
ences in anxiety level. 

Highly anxious schoolchildren tend to receive low scores on standard 
I.Q. tests, but perform better when the test is structured as a game 
rather than as a test. Tense children also do not do as well in problem- 
solving as nonanxious children of similar I.Q. grade and sex. Anxious 
children perform most poorly when they do not know what is expected 
of them and when they are required to function independently. How- 
ever, anxious children may perform better than secure children when 
they receive direction and nurturance. 

Mothers of anxious children are more psychologically defensive than 
mothers of secure children, and they apparently maintain a somewhat 
less realistic perception of their children than do the fathers of the 
anxious children. 

Highly anxious children arc likely to be unpopular in school, and 
frequently tend to withdraw from social contact with other children. 
When such manifestations occur, psychiatric consultation for the child 
and family may be desirable, since with competent professional help the 
anxiety may be reduced and the child enabled to function more effec- 
tively. (Sec Childhood Emotional Disorders; Anxiety) 

Do parental attitudes affect the social behavior of children? 

A ‘‘syndrome analysis ’ of many specific aspects of parental behavior 
has yielded three primary clusters— the syndromes of democracy, in- 
dulgence, and rejection. Investigation has revealed differences in the 
behavior of children reared in these three different home environments. 
This study shows that in the preschool years children from democratic 
homes— that is, those homes where there is emphasis on the children's 
potentiality for development and where the children are permitted to 
help determine family policies— tend to be aggressive, fearless, and plan- 
ful, with leadership abilities, but also tend to show some cruel behavior. 
Children from indulgent homes tend to be found at the social extremes 
of both very friendly and very quarrelsome behavior. The rejected 
group seems mainly characterized by resistance to adults. 

When the children reach school age, children from democratic homes 
are found to be friendly, popular, secure, and to be leaders. Indulged 
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children are shy, and rejected children tend to be quarrelsome and to 
resist adults. 

Other studies of parents* attitudes and behavior toward their children 
have resulted in the discovery of similar clusters of parental behaviors 
and have found similar relationships to the behavior of the children. 
(See Parenthood and Child Rearing) 

How do the ordinal position^ sex, and age difference of their siblings 
affect the personalities of children? 

The child's behavior is likely to be affected in various ways by the 
social position he holds vis-a-vis the positions of other significant per- 
sons in his life. His relationship to other children is one such impor- 
tant variable in his development, and of all children his brothers and 
sisters are likely to exert the greatest influence upon him. 

The following results have emerged from a study of the personality 
patterns of five- and six-year-old children in relation to ordinal posi- 
tion (first born or second child), sex, and age spacing of siblings. It is 
likely that at close age spacing (one to two years) these results can be 
attributed to the sibling’s direct effect upon the behavior of the child, 
whereas the effect is likely to be indirect, manifesting itself through 
differences in parental behavior, for siblings far apart in age. 

Firstborns tend to be more self-confident and to have fewer nervous 
habits (grimacing, nail-biting, etc.) than second children, but second 
children are less hesitant to express anger. Firstborns at the close 
spacing recover less readily from upsets than second children. 

Particularly at the two- to four-year sibling-age-differencc level, the 
child whose sibling is of a different sex is more self-confident, cheerful, 
active, healthy, less vacillating, and more inclined to recover poise 
easily. These differences have been interpreted as suggesting a greater 
degree of stimulation between members of pairs whose sibling is differ- 
ent in sex than between members of pairs of siblings of the same sex. 

Differences in personality related to differences in age spacing are 
greater for boys than for girls. The two- to four-year spacing, especially 
for firstborns, seems to be more stressful than shorter or longer age- 
spacing. Firstborn boys of the two- to four-year age spacing are more 
confident, emotionally intense, excitable, moody, angry, and decisive, 
and more given to alibiing, projecting of blame, and indirection, than 
boys whose siblings are closer or more distant in age. (See The Family 
in Illness and Health) 
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Can parents influence their children's motivations to achieve? 

The behavior of children at home, in the community, and at 
school, is affected by the character and strength of their motivations. 
Motivation, or drive, energizes behavior by putting the child into a 
state of increased activity, and sensitizes behavior by increasing his 
perception of, or attention to, selected aspects of the environment. The 
child motivated to achieve is characterized by a high level of energy 
directed toward the acquisition of particular goals, by his need to suc- 
ceed, and by narrowed concentration upon those aspects of his environ- 
ment that will help him reach those goals. 

Motivation to achieve in school contributes significantly to actual 
achievement, interacting in complex ways with native ability. The 
bright child with low academic achievement motivation is known clini- 
cally as an “underachiever,” and presents serious problems both to the 
individual and to the lull utilization of talent in our achievement- 
oriented society. 

Studies of children of nursery-school age, in school and at home, and 
studies of their interactions with their mothers found that (1) children 
who strive to achieve are less dependent on adults for help and emo- 
tional support; (2) the behavior of children in seeking help from adults, 
seeking emotional support, and seeking approval, and their efforts to 
achieve, are moderately consistent from home to nursery school; (3) 
mothers who frequently reward achievement efforts are less nurturing, 
but equally affectionate with their children, than mothers who do not 
reward achievement; and (4) neither maternal affection nor independ- 
ence training are related to children’s achievement behavior, but direct 
maternal rewards of achievement efforts and seeking approval are. 
(See Schools and Mental Health; Motivation) 

Which is more important, heredity or environment? 

This question has plagued psychologists and others for centuries. 
In extreme cases, the influence of either one or the other is unmistak- 
able. Children who are born severely retarded mentally, cannot, even 
with the best training, rise above a relatively low level of intellectual 
functioning. Normally endowed children severely depiived of sensory 
stimulation during infancy develop with lower I.Q.’s and with more 
emotional problems than equally endowed children raised in normal 
homes. In the vast middle ground of normal endowment and environ- 
ment, however, the controversy rages. Although researchers will prob- 
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ably continue to search for solutions to the problem, most child 
psychologists now accept the view that a complex interaction between 
learning and maturation always underlies the development of behavior. 

Many research workers step beyond the question of maturation 
versus learning to ask, instead, “What are the limits imposed by matura- 
tion?” and “Can special training accelerate the development of certain 
behaviors?” Particularly, psychologists ask, “Are there special stages 
of maturation during which learning may be especially effective?” and 
“Are there behaviors that can never be learned after a certain matura- 
tional stage has been passed?” Several psychologists have suggested the 
existence of “critical” or “sensitive” periods for learning, in the life of 
the child. Educators seek the “teachable moment.” Teachers, e.g., delay 
teaching reading skills until children show signs of having matured into 
the stage of “reading readiness.” 

Results of the famous study of Johnny and Jimmy (fraternal twins) 
suggest that activities like sitting up and walking are little affected by 
practice, whereas more specialized activities like roller skating and tri- 
cycle riding may be fostered and improved by extra practice (Johnny 
had been encouraged and helped to practice all activities in which he 
showed some interest for almost two years; Jimmy received no special 
training). 

In general, it may be concluded that maturation offers opportunities 
and sets limits for the influence of environment. For the child those 
limits may be broad indeed. (See Learning and Reading; Learning and 
Reading Disturbances; Heredity and Mental Health) 

Can the /.Q. be changed? 

I.Q. levels of children may be affected by differences or changes in 
environmental circumstances. Identical twins (with hypothetically equal 
endowment) are very similar in intelligence when reared together, but 
identical twins reared in very dissimilar environments have I.Q.’s that 
differ markedly from each other. Children living in highly im- 
poverished physical and intellectual atmospheres generally show de- 
clines in intellectual functioning as they grow older. However, children 
from similar poor environments who are given special attention in 
nursery school, or who attend better grammar schools, show general 
increases in I.Q. level. Preschool experience, even among children from 
middle-class homes, tends to increase I.Q.’s. 

Poor health among children often will lower I.Q. level, and improve- 
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ments in nutritional status of young malnourished children will raise 
I.Q.’s significantly. (See Intelligence; Intelligence Testing 

What significance do child development studies have in the field of 
mental health! 

It is the practice of professional workers in the field of child care 
to look to child development for information that can be communicated 
to parents and child-caring agencies in order to help them rear children 
with greater mental, as well as physical, health. Thus, research studies 
in child development may be viewed as providing the basic scientific 
data from which pediatricians, psychiatrists, and other physicians, den- 
tists and the other health professions, psychologists, child welfare 
workers, social workers, nutritionists, recreation workers, and educators 
may base their practices. 

It is too early to expect that basic research in child development will 
have immediate and practical implications for mental health. Certainly, 
however, from the study of early parent-child relationships, early speech 
anfl karning patterns, early disturbances of behavior and their con- 
sequences for the later development of the child, professional workers 
should become increasingly effective in helping parents rear their 
children to be mentally healthier. The difficulty in defining clearly the 
objectives of each family in child rearing— and, indeed, in clearly de- 
fining mental health— makes this a formidable challenge for parents and 
for professionals in this field. 

The significance of the long-term follow-up of children studied is 
apparent if any evaluation of child rearing practices is to have meaning. 
Several child development research centers have, therefore, undertaken 
long-term studies of families and their children from the prenatal 
period to maturity. It can be readily appreciated that such studies are 
extremely difficult and costly, hence cannot be undertaken by many 
research groups. 

Some observations of child development have had practical implica- 
tions for the care of infants and older children. It has been ob.scrved 
that infants in the second half of the first year of life may react to separa- 
tion from their mothers (such as in long-term hospitalization or institu- 
tionalization) by apathy and a depressed appearance and ultimately by 
failure to gain weight and to thxive. In more recent years, under such 
conditions of separation, it is noted that if considerable stimulation is 
provided for the infant, such deterioration tends not to occur. Thus, if 
babies are removed from their natural mothers it is important to 
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provide stimulating substitute maternal care. Also, in recent years it 
has been noted that a similar state ol failure to thrive may occur in a 
baby who is under the care of its natural mother when the mother 
cannot intimately care for and stimulate her baby. These observations 
have considerable implication for child-caring agencies that, because of 
some disturbance in the natural family, have the responsibility of car- 
ing for infants and young children. 
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What are the major emotional or psychiatric problems with which 
child psychiatry deals? 

Children’s psychiatric problems are primarily seen as changes in 
the usual patterns of activity, or in disturbances of body functions such 
as sleeping, eating, or elimination. Most psychiatric symptoms of chil- 
dren are easily noticed by those around the child and, when discovered 
early can be readily corrected. Any change in activity— such as restless- 
ness, a great deal of crying, unusual quietness, prolonged irritability or 
petulance, continuing fearfulness or difficulty in sleeping— may be a re- 
flection of emotional turmoil in the child. These are easily recognized 
signals of the beginning of emotional turmoil, and it is fortunate that 
the child can freely show them, for it is then possible to attempt to cor- 
rect their causes. In adults these early signs are often kept “inside." 
and it is only at a much later time w^hen the disturbances in activity 
have set into the cement of symptoms that help is sought. There is an- 
other group of childhood disorders, far more serious, and relatively in- 
frequent. These are seen as serious personality distortions that prevent 
the child from living any kind of normal life or having normal school 
experiences. 

It is not usually recognized that infants have emotional tensions and 
disorder, because they are able to express them only in very limited 
ways. As the child becomes older, his expressions of emotional disorder 
become increasingly similar to those seen in adults through worries, 
feelings of depression or consciously experienced and communicated 
anxiety, and disturbed thinking. The infant and the young child ex- 
press their emotional tensions through the psychological and bodily 
functions available to them, and those functions that are in process of 
development are most likely to be the seat of problems. 

In the young infant the possibilities for expressing emotional tension 
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are very limited indeed, and they include disturbances in the usual 
patterns of sleep, in feeding dilRculties such as regurgitation and diar- 
rhea not caused by infection or organic malfunction, in severe colic, 
and either great increase in activity or unusual quietness. These prob- 
lems can certainly continue throughout childhood and adulthood but 
often have their beginnings during infancy. Excessive or unusual cry- 
ing is another signal of emotional disorder in young infants and 
children. 

During the first several years of life, difficulties in establishing bowel 
and bladder control reflect emotional disorder, particularly when these 
functions do not come under fair control by the fourth year. Very late 
development of speech or the development of stammering, stuttering, 
and other disturbances may reflect emotional difficulties. As the child 
begins to become involved with other children and adults, problems of 
anger, competitiveness, and jealousy are seen in a more definite form. 

At about three years of age and afterward, children are able to ex- 
press fears in words and can describe the very frightening psychological 
concerns they have. As the child develops control over his arms and 
legs and becomes increasingly curious, difficulties about destructive- 
ness, running away, and fire-setting are sometimes seen. Though there 
are many other symptoms of childhood emotional disorder, this short 
description may reinforce the idea that the problems worked on most 
immediately by the child, and certainly by his parents, are those that 
are most likely to expres.s evidence of emotional disturbance. Some- 
time between three and six, many children express direct interest in 
their sexual parts and even attempt to explore the sexual parts of other 
children. Exce.ssive sexual curiosity or masturbation are sometimes seen 
as aspects of emotional difficulties. 

Some of the earliest signs of emotional disorder (and they can per- 
sist throughout life) are shyness, withdrawal, and fear of being sepa- 
rated from a loved one. These are seen in children who refuse to be 
taken care of by anyone other than their mother; in children who have 
difficulty in separating from parents at night in order to go to sleep; in 
children who are fearful of going to school alone or taking on almost 
any new situation. They can become the shy, inhibited children who 
are later seen as persons with important emotional difficulties. 

It should be emphasized that almost any of the symptoms described 
here are "normal” when they occur at the time that the particular 
function is developing or coming under control. For example: most 
young infents have irregular patterns of sleep; fear of strangers is a 
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usual part of infancy and of the first experience with new situations in 
older children; most children show some sexual curiosity; there is a 
considerable range in the time when children are able to use speech 
effectively and easily; almost all children show anger and competitive- 
ness with siblings. The important question is whether the symptoms 
are present only during the weeks or months of development of the 
particular function and/or in relationship to particular periods of 
stress, or whether they persist and become even more severe as the 
months pass. Just as many adults become sleepless, or irritable, or lose 
their appetites in periods of stress, but then return to their usual pat- 
terns when the stress is no longer present, so children function in the 
same way. 

For example, a five-year-old boy who had been toilet trained, began 
to wet his bed at night and to demand his mother’s full attention in a 
most exasperating way after the birth of a young sister. With his 
mother’s warm and repeated assurance of her love for him and of his 
importance in the family as a fine five-year-old boy, together with her 
firm discouraging of his clinging patterns, he reverted to his previous 
healthy state within several months. This would be considered a not 
unusual reaction. If, however, the boy continued these patterns over a 
period of many months, the symptoms would be viewed more seriously 
and the boy would probably need professional help. Similarly, children 
go through transient periods of stuttering, powerful reactions of jeal- 
ousy, or episodes of quietness and seeming depression. 

What are the causes of these problems? 

Most childhood disorders are the result of imbalances in the rela- 
tionship between the parents and the child or of experiences that the 
child cannot understand and that result in fear and anxiety. Inborn 
factors and complications during the birth process are the causes of a 
small proportion of the emotional problems of children. In addition, 
severe infections, which rarely result in inflammation of the brain, and 
very serious injury of the brain due to accidents, contribute to emo- 
tional and psychiatric disorder. (See Mental Retardation) 

The great majority of emotional disorders, however, are the result 
of missed cues about the needs of young children on the part of the 
people taking care of them. Tiicse missed cues occur often despite the 
best and most loving attempts of parents. They consist of “over” and 
“under” problems: a parent who recalls a particularly stark childhood 
may give in to a child’s wishes far too often, spending hours in feeding 
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him or being too sympathetic to his complaints, thus being ‘‘overpro- 
tective”; a parent who is deeply involved in his own work or outside 
activities may unwittingly ignore the child's needs for cuddling and 
warmth and parental play, and thus “understimulate" a youngster, 
thereby setting the stage for a quiet, withdrawn, depressed child; a 
parent, recalling that as a child he didn’t have enough discipline, may 
be “overly strict** and move his child in the direction of fearfulness, 
tension, and a feeling of unworthiness. 

It is in the disturbances of regulation of the following that most dis- 
orders occur: 

Limits: the amount of activity allowed to the child, that is, the 
amount of discipline given to the child, and the amount of freedom 
permitted him, as opposed to the amount of conformity expected of 
him. 

Love: the amount of warmth given to the child, and the amount of 
cuddling, playing, and sharing with him— opposed to his need to see 
himself merely as part of the family rather than as its whole focus; the 
need for respect for the privacy of the parents. 

Lije experiences: the willingness to let the child act on his curiosity 
and to give him freedom to try new things, even where some slight dan- 
ger might ensue; the need to inculcate the essentially optimistic and 
interesting aspects of life rather than its forbidding side. (See Parent- 
hood and Child Rearing 

These major guideposts of life development are particularly impor- 
tant in the first years of a child’s life because his major patterns of ac- 
tivity are set during that tune. Though it is possible to change patterns 
at a later time, the early ones have particular importance and power. 
The young child goes through crucial points of development and any 
serious trouble at these points will often be reflected as symptoms at a 
later time. Such points include the setting of patterns of sleep and 
feeding in infancy and early childhood, the development of walking, 
hand activities, and other phases of muscular control, regulation of 
patterns of elimination, the development of speech, the developing 
comfort of being alone and increasingly independent in the world, and 
the early organization of learning patterns. The child’s feelings of com- 
fort with parts of his own body and his feelings of acceptance of all the 
functions of his body are organized by his experiences early in life. (See 
Child Development) 

A small proportion of children’s problems are the result of actual 
damage or faulty development of the brain. Brain disorder can accen- 
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tuate any of the difficulties noted here and also causes special problems 
such as serious distortions in thinking, most unusual and persistent 
fears, unusual body motions, greatly disturbed patterns of getting along 
with others, and major blocks in learning. 

Are children* s problems different from those of adidts? 

Because of the great amount of growth still to occur in children, 
many of their problems leave no lasting, serious imprint, just as a slash 
on a young tree is quickly covered over by new growth. Children also 
bounce back more quickly and easily from emotional difficulties than 
adults do. As they become stronger and have better mastery of their 
environment, they are less at the mercy of fears that might have been 
crippling for them earlier. The deeply set neurotic problems of adults 
are less often seen in children and are usually not so severe. In addi- 
tion, the very serious mental illnesses of adulthood, such as schizo- 
phrenia and manic-depressive psychosis, are very rare in children. 
Naturally, sexual difficulties, which are so important in adults, arc not 
seen in their fully developed form in children. (See Psychosexual De- 
velopment in Man; Adolescence) 

Children do become depressed, though they are unable to be as 
precise as adults in expressing feelings of unworthiness, hopelessness, 
and lack of competence. Depression in children is expressed more in 
withdrawal, or in bodily symptoms such as pain, or in crying. The “un- 
happy, shy child” is often a depressed child who can’t express himself 
about his depression. Ag*ain, because of the resilience and growth po- 
tential of children, periods of depression arc covered over by the new 
challenges and possibilities of feeling older. 

Are there any emotional or psychiatric problems that seem to appear 

only or mostly among children? 

The psychological diseases of infancy, expressed in serious sleep 
disturbance, regurgitation of food, and continuous irritability are the 
unique expression of the immature infant's tensions. They express, be- 
fore words or gestures are available, the infant’s feeling of tension and 
emotional disturbance. Later, enuresis (bed-wetting) and encopresis 
(soiling) are unique to children and young adolescents. Very few adults 
continue to have these symptoms except in states of severe mental ill- 
ness. These, too, are distortions of the developmental process and tend 
to be replaced by other symptoms once the developmental process has 
been completed. The effects of moderate or mild brain damage are seen 
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most dramatically in children. Such children have difficulty with the 
coordination of their arms and legs, develop unusual learning habits 
such as reading backward or upside-down, and often show a great deal 
of motor activity, being in motion almost all the time. 

Finally, "early infantile autism”— a disorder in which children stay 
by themselves, refuse to be involved with adults or children, have pow- 
erful needs to keep all the aspects of their environment the same, and 
often develop bizarre views of the world— is a disturbance characteristic 
of children. Behavioral problems, such as tantrums, refusal to eat, and 
fighting, become less apparent as the child grows older. This is because 
society is very critical of these manifestations, and also because the 
child gets a broader view of himself and becomes more self-conscious 
as he grows older. However, these problems do continue to be present 
in some older children and adults. 

Who is qualified to recommend psychiatric help for a child? 

There are many people skilled through experience or training to 
recognize psychiatric problems in children and to refer them to a psy- 
chiatrist for diagnosis and planning. These people include the parents 
of the child, as well as nurses, nursery school teachers, social workers, 
psychologists, and pediatricians or other physicians. Each brings his 
characteristic view to bear. Since emotional difficulties can coincide 
with physical difficulties, it is well that a psychiatrist make the decision 
about the planning for a child with emotional symptoms. He often will 
work in collaboration with another physician to study all the possi- 
bilities of cau.sation of difficulty. Some schools and other organizations 
have teams of skilled people such as counselors and psychologists who 
have a great deal of experience in the identification of emotional prob- 
lems in children. These people are very helpful in arranging for the 
referral of children to psychiatrists. 

It should be kept in mind that referral for psychiatric help is a re- 
ferral for an assessment of a child’s difficulty, not necessarily for on- 
going treatment. Often, a psychiatrist can make immediate suggestions 
that will be helpful in righting a situation, or be able to consult with 
people in the youngster’s school in ways that will help the child. This is 
why we use the term “psychiatric study” or “psychiatric evaluation" 
rather than psychiatric treatment, when a child is referred. Often a pro- 
longed period of regular psychiatric treatment is indicated, but this is 
not always so. 
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How is treatment conducted in child psychiatry? 

Treatment in child psychiatry consists of a regular period, usually 
about one hour, occurring once (or more times) weekly with a psychia- 
trist in a room especially fitted with toys that reflect everyday life situa- 
tions and potential areas of difficulty. For example, there are family 
dolls, animals that represent life situations, and blocks or models to be 
constructed. There are toys that offer a possibility for aggression, such 
as guns and darts. There are toys reflecting illness possibility, such as a 
doctor’s bag and instruments. There are telephones and paper and 
pencils for facilitating communication. There are no toys merely for 
play, but rather to open up areas of worry and trouble that need to 
be worked out. Inasmuch as play is the child’s work, the use of play is 
the method for discovering and clearing up his difficulties. 

The doctor and the child work together to understand the bases of 
difficulties. For example, a child who makes a doll represent a lost and 
lonely child put out of the house by a bad mother, will be encouraged 
to explore why he feels this has happened and what can be done 
about It. 

The relationship between a psychiatrist and child patient is one of 
trust, privacy, and respect. The psychiatrist doesn’t divulge any of the 
intimate details of the work in the playroom. He saves a particular, 
regular appointment time for the child. The doctor does not ask ques- 
tions as such, but instead helps the child to play out situations in 
ways that can help both of them to understand the causes of difficulty. 
It is necessary for the doctor to be warmly involved with the child, but 
he never has to “give in” to the child or merely be a “nice person.” 
This kind of treatment is not frightening for children except insofar 
as the uncovering of difficulties in their lives is frightening. Just as 
some pain occurs in having teeth pulled, sometimes pain occurs in the 
course of psychiatric treatment. The doctor doesn’t try to put thoughts 
in the child’s mind, but rather to find out what thoughts, particularly 
disturbing ones, arc already there. 

Parents must be prepared for finding the child occasionally upset in 
the course of treatment and not wanting to continue treatment, or, on 
the other hand, turning away from his parents for a period of time dur- 
ing treatment. It is often neceji^ary for parents to work with a profes- 
sional person while a child is in treatment in order for them to keep 
current on the present status of the child’s difficulties and to get help 
in the organizing of the child’s life. With young children the period of 
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treatment is often forgotten or remembered only vaguely after prob- 
lems are resolved and they are again living comfortably. (See Child 
Psychiatry) 

What problems does the child face after successful treatment 

Psychiatric treatment helps to regulate or modify a child’s behavior 
and thinking patterns. After successful treatment, a child is ready to 
face the usual problems and challenges of life. He carries some in- 
surance and advantage from treatment in that he is more sensitive to 
the importance and meaning of relationships between people as a re- 
sult of the investigation involved in psychiatric treatment. However, 
psychiatric treatment doesn’t confer immunity from further emotional 
difficulties or complications. Psychiatric treatment is more like the set- 
ting of broken bones. It helps the bones to knit, but they can be 
broken again. 

Children who have undergone psychiatric treatment do not have 
“morbid” concerns about themselves, they are not less responsible than 
others, and they have no unusual preoccupation with sexuality. These 
are myths without basis in actual professional experience. 

How does child psychiatry serve the purposes of general research into 

human behavior? 

Since the great bulk of emotional difficulties in httman beings is 
the result of inborn problems or developmental difficulties during the 
early years of life, child psychiatric work is the best laboratory for the 
study of the origins of psychological difficulties. During the time the 
child is so vulnerable and changing, one can accurately see the effects 
of various experiences on him and have the opportunity to study the 
long-term results of these influences. Later, experimental or therapeu- 
tic change in a child’s environment can be assessed for its long-term 
effects. In another sense child psychiatry has a unique place; although 
the emotional symptoms of adults are quite complex and seemingly in- 
explicable at times, their earlier determinants can be studied easily 
through the observation of children. Just as it is difficult to visualize all 
the interactions between rain, sunshine, chemicals, and soil in the de- 
velopment of an already full-grown tree, so it is difficult to visualize the 
myriad processes involved in the development of an adult. However, 
if one can observe each process as the young tree is growing, a great 
deal can be learned. 
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What are the diagnostic procedures in child psychiatry? 

Parents know their child best, and it is necessary for the psychia- 
trist or a colleague to speak extensively with the parents about the 
child's development, his physical health, friendships or difficulties with 
other children, and school experiences, in order to understand the 
child. The psychiatrist then has a diagnostic interview with the child in 
a playroom in which various aspects of the child's conflicts and worries 
can be played out through the special toys available. The psychiatrist 
often uses the services of a psychologist, who studies the child's develop- 
mental status and intellectual capability and gets some idea of his 
inner thinking and concerns through special tests. The psychiatrist fre- 
quently needs a medical evaluation of the child in order to have a 
complete picture of the problem. Following this, the parents meet with 
the psychiatrist to discuss the findings and suggestions that arise from 
the study. The findings may suggest that regular treatment is necessary 
or that particular procedures he changed at home or in school in order 
to benefit the child. (See Psychodiagnostic and Personality Testing) 

How many emotionally disturbed children are being cared for in clin^ 
ics, hospitals, etc,, or privately in the United States? How do these /ig- 
ures compare with those of other countries? 

I'hough it is certain that childhood emotional disorder is a con- 
siderable problem in our country, there arc as yet no comprehensive 
surveys of its true extent. However, we do know that at least 100,000 
children begin treatment in the approximately 1,500 psychiatric clinics 
in the United States each year. More than S,000 children with severe 
emotional disturbances are treated in hospitals or residential treatment 
centers each year. I'hese figures are very conservative and do not at all 
include the number of children who are treated in private practice. 
We do know that many more children are treated in clinics or in pri- 
vate practice than are hospitalized for treatment. This is in contrast to 
the treatment of adult mental disorder, where the number of patients 
treated in hospitals is approximately 500,000. Research into the extent 
of emotional disturbance in children, whether or not treated, suggests 
that 10 to 15 per cent of our child population has emotional difficulties 
of a serious enough nature to require treatment. 

Almost all children at some time or other in their development have 
emotional crises that merit special professional attention in order to 
keep them from becoming more serious, and many more facilities are 
needed to handle these acute “stormy periods.'* 
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It is impossible to compare United States’ rates of emotional dis- 
order in children and facilities for treating these disorders with those 
found in other countries. However, from clinical experiences in Eu- 
rope, it seems that we in the United States have more and better 
facilities for treating the acute problems of children, outside of hos- 
pitals, although we have neither better nor more extensive organiza- 
tion of hospital treatment centers for them. 

It is because of the recognition throughout the world of the im- 
mense need for psychiatric programs that mental disorder is considered 
to be one of the major health problems we now face. (See Residential 
Treatment for Emotionally Disturbed Children) 



CHILD PSYCHIATRY 


by REGINALD S. LOURIE, M.D. 

Director, Department of Psychiatry, 

Children* s Hospital, Washington, D,C. 

What is child psychiatry! 

Child psychiatry is the branch o£ medicine that deals with dis- 
turbances in the mental and emotional development of the young from 
infancy through adolescence. It is concerned with the correction of un- 
healthy or distorted patterns of personality, character, adjustment, and 
habit (undesirable rather than distorted or difficult). It not only in- 
cludes diagnosis and treatment of already established disturbances, 
but it also is interested in understanding the hazards to normal emo- 
tional adjustment and development so that appropriate preventive ap- 
proaches can be made. The work of child psychiatry is conducted by 
physicians who, following their training in adult psychiatry, have ob- 
tained specialized training in the psychiatric problems of childhood 
and adolescence. 

What is its history! 

Until the middle of the nineteenth century, there were only occa- 
sional people who had children under their care, and who developed 
skills in working with the personality distortions of these children. 
The only recorded indications of this came from novelists like 
Nathaniel Hawthorne who, in their writings, showed a perceptiveness 
of children’s feelings and of what could be done to help children get 
through difficult adjustment periods. In the 1850*s, work with handi- 
capped and ill children led a few people, such as Charles West, who 
founded the Hospital for Sick Children, Great Ormond Street, Lon- 
don, to present some organized thinking and teaching about the habits, 
adjustments, and feelings of children. Likewise, in the field of mental 
retardation, there was a growing awareness of childhood difficulties and 
there were periodic organized attempts to present in writing the slowly 
collecting observations about emotionally based disturbances in chil- 
dren. 

In the early 1900*s, as psychoanalysis began to see that the roots of 
adult psychiatric problems are in childhood experience, there was a 
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sharpening of focus on this period of life, from both the informational 
and the corrective points of view. Hermine von Hug-Helimuth began 
the first experiment in definitive treatment of children's emotional dis- 
orders with “play therapy” about which she wrote in the early 1920's. 
In the United States, William Healy in 1909 established the pioneer 
child-guidance clinic, although the term was not coined until 1922, 
when the diagnosis and treatment of psychiatric problems in children 
had developed rapidly. Anna Freud and her group were developing 
psychoanalysis for children in Vienna, and in Germany a group center- 
ing around August Homburger began organized psychiatric work with 
children. In 1930 Leo Kanner established a liaison clinic between 
pediatrics and psychiatry at Johns Hopkins. 

From all these beginnings child psychiatry has continued to grow, 
to a point where it has been officially recognized as a subspecialty by 
the American Board of Psychiatry and Neurology, Inc., which now 
conducts accreditation examinations in child psychiatry. (Sec Mental 
Retardation) 

How does child psychiatry in the United States differ in method and 

scope from its practice in other countries? 

In the United States the influence of William Healy and his fol- 
lowers was the predominant one in providing patterns of diagnosis and 
treatment. From his clinic grew the cliild-guidance clinic movement 
centered around the clinical team. This group was strongly influenced 
by psychoanalytic principles, and dynamic psychiatry, therefore, be- 
came the basic orientation. There was a parallel growth, although not 
so extensive, in the pediatric-psychiatric field. These movements were 
supported by foundations and funds which greatly accelerated their 
spread and acceptance. 

In Europe, child psychiatry tended to grow more from the organic 
orientation of causality, except in England, where the psychoanalytic 
approaches under Melanie Klein flourished. Later the child-guidance 
approach reached England and has spread, particularly since World 
War II. Since that time the organically based approaches to child psy- 
chiatry have predominated in the rest of Europe. There arc indica- 
tions, however, that, as there is increased communication between 
countries, especially that growing out of the exchange of trainees, more 
of the dynamic psychiatric concepts are being put into practice in 
Europe, and more of the organic approaches are being made available 
and combined with the dynamic in the United States. In the Union of 
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Soviet Socialist Republics, Pavlovian principles have tended to domi- 
nate the concepts of causality and treatment, although there are indica- 
tions that modifications along more dynamic lines are replacing the 
exclusively neurophysiological behavioral conditioning and somatic 
approaches. 

How many psychiatrists and other mental health personnel are con- 

cerned with child psychiatry? What are their specialties? 

At present there are about 250 child psychiatrists who have been 
accredited by the American Board of Psychiatry and Neurology, Inc. 
They represent about one-eighth of the psychiatrists who have some 
degree of training in work with children. Because of the obvious dis- 
crepancy between the demand for services for the emotionally dis- 
turbed child and the available number of fully trained child psychia- 
trists, a great deal of the work with children must, of necessity, be 
done either by psychiatrists who have a knowledge of child psychiatry, 
but who have not necessarily had ‘‘approved” training in it, or by others 
in the bi^havioral sciences who have been brought into training to work 
with children's problems. Specifically, the clinical psychologist and the 
psychiatric social worker were brought into the clinical team that 
worked in the child-guidance clinic setting and thereby gained skills 
that allowed specially talented people in these disciplines to enlarge 
their horizons to include specific work on children's problems. Usually 
such persons work under the supervision of a child psychiatrist, par- 
ticularly where it concerns treatment approaches. 

However, many of the problems that children have are of a suffi- 
ciently superficial nature so that specially trained people are not nec- 
essary in working out these problems. Therefore, orientation and train- 
ing in dealing with problems of a superficial nature have been offered 
to pediatricians, schoolteachers, the clergy, nurses, and those disciplines 
that work with specific handicaps in children. Such training is usually 
in the hands of a child psychiatrist and/or other members of the clini- 
cal team. 

What organizations are concerned with child psychiatry? 

Child psychiatrists were active in the formation of the American 
Orthopsychiatric Association, ivhich became the forum for the ex- 
change of work and ideas of members of clinical teams. There also was 
developed a section on child psychiatry in the American Psychiatric 
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Association, and child analysts had a similar committee in the Ameri< 
can Psychoanalytic Association. Subsequently, the American Public 
Health Association established a section on mental health and the 
American Medical Association established a Council on Mental Health, 
all of which actively included child psychiatrists. However, in the early 
1950’s it became apparent that child psychiatry needed a specific group 
to be its official representative body, and the American Academy of 
Child Psychiatry was formed. 

What facilities are available for the care and treatment of emotionally 

disturbed children? 

It has become an accepted standard that clinical services for emo- 
tionally disturbed children are an important part of the public health 
fficilities of the community. Thus, on both public and private bases, 
a system of child-guidance services has developed in community clinics 
throughout the country. In our large cities, child psychiatry services are 
usually also available on a private basis, although they are in short 
supply. 

Residential treatment centers have been developed for those chil- 
dren who require more intensive treatment away from home. These 
should be distinguished from the “training schools” or rehabilitation 
centers for youth who have committed crimes, although the more en- 
lightened, corrective approaches in such centers are including psychiat- 
ric care. The more disturbed children usually are in psychiatric hos- 
pitals, and an increasing number of these hospitals are providing 
special facilities for severely emotionally disturbed children, including 
psychotic children. 

For the less disturbed child who can remain in the community, spe- 
cial facilities are being pioneered in school systems that have classes 
for emotionally disturbed children, in the development of day care and 
treatment centers and, more recently, a movement toward providing 
group treatment approaches to the preschool child in therapeutic nurs- 
ery schools. All this is in addition to the services available for less 
disturbed children and children with psychosomatic illnesses, etc., who 
can be dealt with by those pediatricians or family physicians who have 
an orientation in personality development and the awareness of the 
things that can go wrong in it. Some psychiatric social workers and 
clinical psychologists with special talents or skills, usually working 
under jjsychiatric supervision, provide private treatment for disturbed 
children. Child analysis is available in a few large cities, but it is in 
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even shorter supply than any of the other treatment approaches. (See 
Residential Treatment for Emotionally Disturbed Children) 

Is there an adequate program in this field! 

At present, there are no more than token facilities and profes- 
sionals available to meet the total needs of emotionally disturbed chil- 
dren. The Joint Commission on Mental Illness and Health has strongly 
recommended that training be given to others in the helping profes- 
sions so that they might take care of the needs of those children who 
have superficially based emotional problems, and thus make more 
services available. 

What should be the attitudes of the family, the community, and the 

school toward a child’s psychiatric treatment? 

The family’s attitude toward a child in treatment should be one 
of real cooperation with the treatment center, with the parents, in 
particular, considering themselves as part of the treatment team- 
working with, providing information for, and carrying out the sug- 
gestions of the therapists and their co-workers. To be avoided are any 
attitudes or implications that because a child is in psychiatric treat- 
ment, he is therefore “crazy.” It is not uncommon for parents to feel 
in a competitive position with the therapist, because warmth and close- 
ness are encouraged by the therapist as part of the therapeutic ap- 
proach to reaching the child’s problems. However, the attitudes and 
approaches are in no way to be interpreted as replacing the parent. 
Also, the corrective suggestions of the treatment team are not meant 
to be critical of parents nor to create guilt in them about their possible 
role in the child’s difficulties. 

The community, too, needs to think in terms of avoiding attitudes of 
suspicion toward the child whose parents are sufficiently enlightened to 
obtain treatment for their emotionally troubled offspring. Logically, 
the public should feel increased confidence in parents seeking and 
getting such treatment for the afflicted, because they are “smart 
enough” to heed the signals when difficulty appears, just as they would 
for any other pain or medical condition that is indicated. The com- 
munity, unfortunately, still has a tendency to attach a stigma to the 
person who has obtained such treatment. 

The school can logically think of itself as a beneficiary when a child 
who has emotional difficulties receives psychiatric help. The school 
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can be a most helpful participant and collaborator in the work of the 
treatment team. The school, too, must avoid placing a stigma on the 
child because he has been placed in treatment. However, the school 
has even more important roles than that of cooperation. It has the 
opportunity and the responsibility for finding cases that might other- 
wise be neglected. The school can be an excellent referral center, and 
the more enlightened school systems have their own mental health 
services. These services should not be confined to diagnosis and treat- 
ment of learning disabilities, but should be extended to cover the 
mental health of the child, which is just as important as his physical 
and intellectual health, and, indeed, cannot be separated from them. 
All this points coward the need for teachers and principals, as well as 
school nurses and school physicians, to become oriented in the subject 
of personality development in children and in the distortions that are 
possible. (See Schools and Mental Health; Schools: Merital Health 
Services) 

At the very beginning of therapy the child should be told that his 
psychiatric treatment is not just visiting a playroom for fun, but that 
it has a specific purpose and goal. In other words, the situation would 
be no different from that of any medical procedure that is disliked 
by the child but is indicated and necessary. It should be added that it 
is a fallacy to think that child psychiatric treatment will, of necessity, 
be painful to children and, therefore, tliat considerate parents should 
hesitate to expose the child to such hurt. The opposite is usually true. 
The child finds that the play techniques, which are the child psy- 
chiatrist’s tools of diagnosis and treatment, are not only pleasing and 
well known to him, but that he usually looks forward to participation 
once he knows what is involved. 

How successful have the various treatments been in child psychiatry? 

Treatment varies with the type of problem presented by the child 
and his family, the availability of personnel, distance of the family 
from the services, and financial considerations in some cases. The out- 
look for treatment of the more superficial problems based on crises in 
development or temporary situations is quite consistently good. These 
make up 80 per cent of all the problems in childhood. The child 
doesn’t just “grow out” of a problem, but works out better answers 
to the problems that arise from new stages of personality and physical 
development. 
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The outlook for treatment of the more severe problems, particularly 
when the child has psychotic responses, is more pessimistic, because 
facilities for appropriate treatment of these more severe problems are 
scarce, and because there needs to be better understanding of these 
problems. 

The middle group, consisting of moderately disturbed children, has 
a much better prognosis when given specific help. The goal, in some 
cases, may be simply the relief of symptoms. Such approaches in this 
group will possibly result in the occurrence of other symptoms or the 
reoccurrence of problems at a later date. Where more intensive treat- 
ment is specifically directed toward the underlying causes rather than 
simply the relief of symptoms, there is a better chance of a more last- 
ing benefit without a breakdown. However, even with recovery and 
the working out of the more basic causes of problems, no insurance 
can be provided against later breakdowns that might occur as a result 
of what the individual will meet as he continues to grow. (See Child- 
hood Emotional Disorders; Family Psychotherapy) 

Are there programs of education for prevention of problems that 

cause children to become emotionally disturbed? 

There arc many stirrings in this country in the direction of edu- 
cation for prevention of emotional problems. These seem to come 
from a number of sources— from lay groups using educational ap- 
proaches, such as the mental health committees of parent-teacher as- 
sociations, etc.; approaches through pamphlets, the use of mass media, 
and so on, by child-care groups and responsible governmental agencies 
such as the Children’s Bureau and the National Institute of Mental 
Health; and through the development of school curricula to teach 
mental health principles and sex education appropriate lor the age of 
the child. All these are extremely worthwhile approaches. They cannot, 
however, reach all the people who need the information or deal with 
all levels of problems that are encountered in the community, and they 
can appeal mainly to the intellectual understanding of problems and 
their prevention. True prevention will involve corrective approaches 
with mothers in the prenatal period, and with children early in in- 
fancy and childhood. This does not mean that early recognition of 
problems during the preschool, school, and adolescent periods cannot 
also lead to effective and significant corrective approaches that are pre- 
ventive in nature. (See Adolescence; Sex Education) 
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Has research in chM psychiatry been responsible for any specific 

chmiges in the training and treatment of children? 

Child psychiatry has greatly influenced the concepts of child rear* 
ing. At times, however, there has been a misinterpretation of what 
psychiatric principles indicate should be included in the rearing of 
children. Permissiveness, in many areas, has been misinterpreted as a 
recommendation that came from psychiatry, which is quite the con- 
trary to what psychiatric insights indicate. Learning cannot be all 
pleasure— there must be work, too. 

Based on current studies, what can be predicted about the methods and 

scope of child psychiatry in the near future? 

1) Prevention will be the keynote. 

2) A reaching out to those who cannot come for help themselves 
will be instituted. 

3) A wider use of associated relevant disciplines will be developed. 

4) Treatment and care will increasingly move out of the institu- 
tions into the community. (See Parenthood and Child Rear- 
ing; The Family in Illness and Health) 



COMMUNICATION AND 
MENTAL HEALTH 


by HENRY W. BROSIN. M.D. 

Professor and Chairman, Department of Psychiatry, 
University of Pittsburgh School of Medicine; and Director, 
Western Psychiatric Institute and Clinic 

What is communication? 

Communication between animals, including man, is now generally 
believed to consist of any message or information passing between the 
members of a group of two or more. The many forms of communica- 
tion, such as sign language, vocalizations (including speech), writing, 
painting, sculpture, dancing, rituals, telephone, radio, etc., will receive 
consideration in this article, but major emphasis will be on human 
language behavior as we sec it in daily life. 

How is ^"meaning'* established in a message? 

Meaning of a message is inherent in the total context of the 
communication stream, including language behavior, paralinguistic, 
kinesic, and visceral components. It follows that the depth or scope 
of comprehension or understanding by a receiver depends upon his 
knowledge of the structuring of the stream of communication and the 
cultural subsystems relevant to the particular message in question. It is 
usually essential that the sender of messages receive a “feedback** (the 
return of some of the output to its original source) from the receiver 
in order to keep the stream of communication active and oriented to 
the topic. 

What may be the extent of a message? 

Some messages may be of considerable extent in space and time, 
such as a ^var dance, a funeral service, or other rituals and ceremonials, 
and they may be more amorphous in size and shape than the customary 
messages of daily life, such as the handshake, or the tipping of a hat. 
They are symbols representing a thing, event, idea, mood, or attitude. 

Is communication related to a specific culture? 

It is generally believed that the communication systems learned 
by persons in their infancy, childhood, and youth are indissolubly 
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related to other systems in the culture, the rudiments of which were 
acquired at the same time, such as eating, sleeping, manners, and re- 
ligion. For example, a Chinese or Indian child learns the rules for his 
total behavior and not merely how to eat, walk, talk, or control his 
elimination; he learns how to be a coordinated man in the world of 
activities of China or India. Each culture develops ways in which the 
people who live together under this system can best survive a hostile 
environment and gain sufficient satisfactions to permit each individual 
to live in the system. This is the central reason why communication is 
an important topic in mental health. 

Is communication essential to life? 

Experiments with sensory deprivation and isolation, and a review 
of the accounts of polar explorers, solitary sailors, prisoners, and similar 
personal histories indicate that most people do not get along well 
without adequate human relations or appropriate sensory input, and 
may even become disoriented and experience hallucinations if de- 
prived of them too long. 

What happens to some persons who are isolated too much? 

Persons who are separated too much or too loi*g from human re- 
lationships may be said to be under pressure to become “dehumanized.” 
Although some persons resist such pressures very well, others are quite 
susceptible to mental or emotional disturbances, as seen in prisons and 
concentration camps. P.sychosis in some individuals may in large part 
be a state of isolation. Some scientists believe that the loosening of per- 
sonal ties, as seen in modern urban living in an industrial society with 
relatively few and rather superficial family, church, and social group 
loyalties, is the cause of the lonely and purposeless state of modern man. 

Human communication has been called “the fifth need,” the others 
being air, water, food, and sex. In this sense it is biologically true that 
“Man does not live by bread alone.” For many persons the need to be 
in touch with other human beings is a primitive need that cannot find 
adequate substitutes in such things as reading, music, objects, or ani- 
mals. (See Sensory Isolation) 

How does communication affect mental health? 

All of us need some appropriate human relations althougli the 
extent may vary greatly. Most people need rather steady contact in 
order to feel “right,” as is seen in many American housewives who need 
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to visit with other wives occasionally in order to avoid feeling lonely 
even though their children are with them during the day and their 
husbands come home at night. These human relations must contain 
proper components of reassurance, prestige, and respect, assuring the 
individual that he is in touch with reality, that he is not alone or likely 
to be abandoned, that survival is probable, and similar emotions, many 
of them too complex or amorphous to describe briefly; but every reader 
can amplify this analysis for himself. 

If the incoming messages from human associations contain com- 
ponents of affection, love, admiration, hope, and the feeling that the 
person to whom they are directed is really needed or very important, 
the receiver is likely to feel much more alive and stimulated to activity. 
If the incoming messages are those of indifference, frustration, and 
discouragement, the receiver may reflect on this and be compelled to 
defend himself by drawing upon inner resources or by seeking aid from 
the environment, or by both. 

How do hidden memories affect communication? 

The problem of appropriate communication becomes more com- 
plex when we remember that each person has a long, varied history 
of his own experience and that this becomes a part of himself. Not all 
of our past experience is easily remembered and some of it is deeply 
buried. This is especially true of childhood experiences and the more 
painful events that most people undergo while growing up. These “out- 
of-awareness” memories may often be dormant and then become more 
or less active although the person may not be clearly conscious of them. 
They may send messages to the central nei'vous system that may be 
disturbing. If such messages are sufficiently disruptive, we say that the 
person is sick with a mental or emotional disorder called neurosis or, 
in more severe states of disorder, psychosis. To be healthy, the human 
organism must maintain a balance between the internal and external 
messages so that the person can go about his daily tasks in an orderly 
manner as prescribed by the culture. (See Memory; The Unconscious; 
Neuroses; Psychoses) 

How are communication problems related to mental illness? 

For lack of adequate experimental data it is not possible at this 
time to specify in what ways communication is related to or “causes” 
mental illness. Experts vary in their points of view and in their evalua- 
tion of the evidence that exists. There are many who believe that 
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mental illness is the result of physiochemical disorders that are rela- 
tively unaffected by environmental pressures. In an extreme form this 
view holds that the genetic constitution determines the life course and 
health of an individual, but most geneticists believe that environmental 
influences play some part in the growth and development of an organ- 
ism both prenatally and postnatal ly through nutrition, metabolism, and 
other physical media. 

At the other extreme, there are experts who believe that although 
genetic and physical factors are important in a growing number of 
identifiable diseases, most mental illness is a failure in adaptation to 
human relations and in this sense is due to a disorder of communica- 
tion. Some writers on human communication claim that they need 
not take into theoretical account the presence of intrapsychic conflict 
although their practical examples usually show these to be present. 
Most psychiatrists and psychologists take a middle position and try to 
study all physical, biological, psychological, and social factors that are 
available to them. Psychiatry has been defined as a study of the dis- 
orders of thinking, feeling, and acting, and as such is basically con- 
cerned with the disorders of communication between people. Clini- 
cians, in a survey of the disordered behavior of a patient, e.g., his signs 
and symptoms, try to evaluate and synthesize this data in a unified 
clinical syndrome or picture of the symptoms. The next task is to 
identify as accurately as possible those factors that seem to be causing 
the disorder and to deal with each one as intelligently as possible. It is 
relatively easy to identify and deal with some of the concrete aspects of 
alcoholism^ diabetes, peptic ulcer, melitis (inflammation of the cheek), 
or obesity, but it may be much more difficult to know why a person will 
not stop drinking or follow medical advice regarding drugs and diet 
that would help him to regain health. If a patient is suffering from 
psychomotor epilepsy or the residuals of a head injury it may be clear 
what physical treatment is best for him, but he must also be willing to 
live in ways that will keep his symptoms to a minimum. In disorders 
such as hysteria, the obsessions, and phobias, or some of the schizo- 
phrenias, it is not yet clear to what extent disordered communication 
in childhood and later life is responsible for either the symptom-pic- 
ture or the underlying disorder, if in fact there is one independent of 
human relations. Current research is broadening our insight and our 
perspectives into the multiple factors that may disrupt the harmony 
between a husband and wife, parents and children, workers and man- 
agement, psychotherapist and patient. Communication is often dis- 
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ordered in these relations, but we are not yet able to be sure that this 
is a primary factor in most disorders. 

Is communication important to infants and children? 

Appropriate communication is also vital to a person during the 
formative stages of becoming human during infancy and childhood. 
The ways in which the parents and other members of the family treat 
the child is determined by the culture and the susceptibility to mental 
or emotional disorder, which is closely related to the culture. This does 
not negate the vulnerability to mental disorder that may be present 
due to genetic heritage. The infant is particularly vulnerable to in- 
coming stimuli because he does not yet possess the mental apparatus to 
handle them. The ability to sort out incoming sensations must be de- 
veloped over many months, and although reasonable mastery is at- 
tained by the fifth or sixth year, some persons do not really gain good 
control until their twenty-first year or later. Gregory Bateson believes 
that all of us must learn what to learn, what not to see, hear, and learn, 
and also “how to learn to learn." (See Child Development) 

What disciplines are interested in the study of communication? 

In one sense every science is concerned with the methods developed 
for dealing with its own concepts and data and how to relate them to 
the world. There are a number of disciplines that are primarily con- 
cerned with communication and most of them fall more or less within 
one of two groups, namely the traditional disciplines concerned with 
human language behavior, now augmented by studies of animal com- 
munication, and the new disciplines that are centered under the names 
of information theory or cybernetics. 

What is language? 

Language is defined in two ways by expert linguists. Language 
as broadly conceived is approximately the same as communication has 
been defined in this article. Language is narrowly defined as “an ar- 
bitrary system of vocal symbols by means of which human beings, as 
members of a social group and participants in a culture, interact and 
communicate." (George L. Trager) 

What is the relation of speech to written language? 

Linguists agree that spoken language is primary to written lan- 
guage, in spite of the mistaken ideas that grew up after writing was 
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invented some time after 8000 b,c. “Writing” is the use of symbols to 
represent other symbols. The strong belief in the written or printed 
word as a relatively fixed independent entity rather than as a symbol 
that represents things or ideas (and is not the thing it represents), 
is the cause of considerable misunderstanding. The issues are often 
complex and are by no means settled. Over many centuries experts 
with differing axioms and methods have introduced a large number of 
questions that will require much more experimental data and new 
concepts for their resolution. 

What are the traditional disciplines concerned with language 6e- 

haviorf 

Professionals who are directly concerned with language behavior 
are linguists (often with a background of cultural anthropology), an- 
thropologists, experimental, comparative, developmental, and social 
psychologists, phoneticians, philologists, grammarians, etymologists, 
semanticists, semeiologists, logicians, and philosophers. Psychiatrists 
have always been interested in communication because of their basic 
concern with human behavior however deviant, and with human rela- 
tions. More recently ethologists, psychoacousticians, and many social 
scientists of varied background have developed new concepts and tools 
and are adding to our knowledge, 

WhiMi are the means of human communication?^ 

Human messages may be thought of as being sent out through 
four different media or channels, each of which may be said to be com- 
posed of subsystems. 

A. Lexical systems 

B. Paralanguage systems 

C. Kinesic systems 

D. Visceral systems 

A. The lexical system is composed of such messages as can be relatively 
easily coded and written, including words as they appear in the diction- 
ary, and logical, mathematical, musical, physical, chemical, and other 
technical symbols. 

B. Paralanguage, according to George L. Trager, consists of vocaliza- 
tions and voice qualities. These are qualities of speech or talking that 
appear in a background of voice sets, which is a matrix of the idio- 
syncratic properties of the speakers, their specific physiology, and the 
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total physical setting, and is defined by Trager to be in the area of pre- 
Knguistics. “Voice set,*' Trager says, “involves the physiological and 
physical peculiarities resulting in the patterned identification of in- 
dividuals as members of a societal group and as persons of a certain 
sex, age, state of health, body build, rhythm state, position in a group, 
mood, bodily condition, and location. From the physical and physiologi- 
cal characteristics listed are derived cultural identifications of gender, 
age grade, health image, body image, rhythmic image, status, mode, 
condition, locale— and undoubtedly others.** Paralanguage is also de- 
fined as a part of metalinguistic activity, which consists of studying rela- 
tions between language and any of the other cultural systems. 

Voice qualities are those properties of speech identified as pitch range, 
vocal lip control, glottis control, pitch control, articulation control, 
rhythm control, resonance, and tempo. Vocalizations are specifiable 
sounds described in terms of (1) vocal characterizers such as laughing, 
crying, yelling, whispering, moaning, groaning, whining, belching, 
yawning, and others; (2) vocal qualifiers defined in categories of in- 
tensity, pitch height, and extent; (3) vocal segregates (Bateson) consist- 
ing ot such “saudids** as uh (hesitation), sh, uh-uh (negation), uh-huh 
(affirmation), coughs, snorts, sniffs, and imitations of animal cries. 
There are many refinements possible within the categories mentioned, 
but most elements of human speech can be described in less than fifty 
of them. 

C. Kinesics is defined by R. L. Birdwhistell as “the systematic study of 
the communicational aspects of body motion.’* Much of this is learned 
early and out of awareness as a part of an individual's training to be 
a member of a group. Although body motion studies reveal to date no 
subdivisions exactly analogous to the formal divisions of language, it is 
possible to record human body motions from movies, in about fifty 
categories that will permit correlations between them and the lexical 
and paralanguage components. 

The assumptions of kinesics are those of linguistics as developed by 
Edward Sapir, George Trager, L. H. Smith, Gregory Bateson, and 
Charles F. Hockett. And Bateson says, “Everything which occurs in a 
social interaction is meaningful in the sense of being part of the inter- 
change as well as nonaccidental,*' and “Nothing never happens.** 

Although, according to Birdwhistell, “body motion behavior is based 
in the physiological structure, the communicative aspects of this be- 
havior are patterned by social and cultural experience.** It is impos- 
sible at this time because of lack of data both in our own subculture 
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and comparative studies to say what the relations of the lexical, para- 
linguistic, and kinesic systems are in different groups or contexts. Only 
direct observation of large samples and cross-cultural comparisons will 
permit generalizations about the prepotency of a system in various set- 
tings. The eyes, mouth, face, or hands may be cited by informants as 
carriers of a primary meaning, while other systems are cited as being 
modifiers, but this does not always bear up under analysis. Nor does 
simple counting of an action such as an eyewink or toe-tap usually give 
significant information about the communication pattern. To be sig- 
nificant such actions must be seen in context. 

D. Although relatively little experimental work has been done on 
visceral systems, they are of sufficient importance to be given special 
mention as the source of messages distinct from the categories de- 
scribed by Trager in his discussion of voice set. It is a matter of 
common experience that the information contained in red-faced but 
silent rage, blushing, blanching, or tight-lipped muscle contractions 
may be powerful. The throbbing of the temporal or carotid arteries 
in the head and neck, the increased respiratory rate, contraction 
and dilatation of the pupils, pilomotor erection of the hair, arc also 
signals that alert us even when they are not in conscious awareness. 
Wet or dry palms, the amount of body perspiration or oil in the hair, 
body odors, borborygmi (noises in the intestines), and other body noises 
may also be significant signals in the stream of communication. Some 
persons are particularly acute in detecting theses signals cither in or 
out of awareness, and are thus able to deal much more skillfully with 
the persons concerned. The experiments of Milton Cireciiblatt and 
his co-workers, and of R. B. Malmo, showing the visceral correlations 
between a patient and his therapist, illustrate the potential use of these 
studies. 

The animal experiments of J. V. Brady on the “executive*’ monkey 
and of Robert Earle Miller on the empathy between monkeys, fur- 
nish much new material for studying these levels of communication, 
which have been neglected. They show that the communication of af- 
fects (emotions) in monkeys may be apparent and recordable even 
under the limiting conditions of an experiment. 

For students of human communication it is particularly interesting 
that many messages about the state of the person and his attitudes and 
beliefs may be revealed at levels other than those at which messages are 
put into words (the lexical), namely, at the levels of paralanguage, 
kinesics, or visceral activity. While the two latter media are relatively 
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limited in scope, they may transmit important messages when they do 
become prominent in the communication stream. The messages from 
any two or three of these levels may be congruent or out of phase or 
even contradictory. Such contradictory or out-of-phase messages are of 
particular interest to the experimental psychologist and psychiatrist 
because there is good reason to believe that these messages are patho- 
genic in dealings between adults, but perhaps more so in the relations 
between parental figures and a child. 

What is ‘Hnformation theory**? 

Information theory, according to R. P. Mackay, is “concerned with 
the making of representations, i.e., symbolism in its most general 
sense.” Information is defined as “that which alters representations.” 
Messages may be isolated and identified as having the form of signals 
or signs. Signals (an utterance, a transmission, a written, spoken, ges- 
tured sign) are defined as “the physical embodiments of a message,” 
whereas a sign is defined by C. Cherry as “a transmission or construct 
by '•vhich one organism affects the behavior or state of another in a 
communication situation.” 

Although this subject was treated in a tentative way by several au- 
thors in the 192()*s, it was given a definite entity by C. E. Shannon in 
1948. It is primarily based in engineering problems of communication 
over systems, such as the telephone or radio, that can be treated mathe- 
matically. It has also aroused the interest of neurophysiologists who 
hope to understand better the working of the human central nervous 
system by similar means. Information theory is interested in such prob- 
lems as feedback, noise, capacity, redundaiuy, rate of transmission, in- 
formation input and overload, coding of messages and errors, and 
ultrastability (William R. Ashby; C. Cherry). These statistical theories 
of communication are extremely valuable in systems other than human 
speech, up to the present, but their relative usefulness to human lan- 
guage behavior must be demonstrated at various levels before we can 
be sure where they will be most helpful. 

How does human language behavior differ from a telephone system? 

Human communication in daily life may appear at times to have a 
discrete, atomistic, logical, or digital character, but usually the stream 
of communication is continuous, gestalt-like, and analogic in nature. 
The fact that many “pieces” of behavior, excepting the technical lan- 
guages of mathematics, logic, and the sciences, seem to be discrete de- 
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pends upon the arbitrary choice of the observer. It is often useful to 
single out such “pieces” of behavior as walking, talking, eating a dinner, 
lighting a cigarette, laughing, and crying, and treat them as well-de- 
fined events whose limits can be described. However, in more search- 
ing examinations it is usually desirable or necessary to consider the 
total context of the stream of communication insofar as feasible, in- 
cluding the system set up by the sender-receiver on one end of the 
system and his counterpart on the other end. It is essential for full un- 
derstanding to keep in mind that such a two-person system does not 
operate in a sociopsychological vacuum, but is embedded in a particular 
subculture, and that each individual has idiosyncratic characteristics 
derived from his genetic heritage and his long history of acquired ex- 
perience. 

Communication becomes possible insofar as sender and receiver “un- 
derstand” each other, i.e., share the common background that enables 
them to perceive and translate the signs and signals being transmitted 
and to respond at similar levels or in ways that arc acceptable or in- 
telligible to the receiver. A mother communicates constantly with her 
children and husband, adapting the messages so that they will be ap- 
propriate to the capacities of the person addressed, the subject in ques- 
tion, and the circumstances that surround the message. Similar processes 
are visible in a governor speaking to a legislature or to a political meet- 
ing, or in a teacher speaking to different pupils. The speaker and the 
listener must have a common frame of reference (ideas, postulates, at- 
titudes, schemata), even when using the same language, in order to be 
intelligible to each other. This is particularly evident between children 
of different age groups who do not share the same ideas (J. Piaget), <n' 
between strangers attempting to use an unfamiliar tongue, professionals 
of different occupations, or persons of different social classes. 

This high specificity for most human communication derives from 
the fact that such communication is overwhelming learned behavior in 
a cultural context that has many concomitants. While a child is learn- 
ing the basic rhythms and intonation patterns of his first language, he 
is also learning to eat, walk, dress, and exercise many other forms of 
control of himself and the environment. 

What is cybernetics? 

Cybernetics is the term proposed by Norbert Wiener to cover 
much of the same area as information theory, but it also includes much 
material from neurophysiology, symbolic logic, systems analysis, ex- 
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perimental psychology, and psychiatry. It is defined as “the science 
of control/’ It brings a more mathematical attitude to the study of the 
regulation of biological systems. 

Who are the ‘linguistic philosophers^*} 

This is a term sometimes applied to a set of philosophical views 
about the nature and functions of language proposed originally by 
G. E. Moore, Bertrand Russell, and Ludwig Wittgenstein. More re- 
cently these views are associated with the writings of J. L. Austin, G. 
Ryle, and P. F. Strawson, who are also known as members of “The 
Oxford School.’* John O. Wisdom is of particular interest inasmuch as 
he has been called the most distinguished pupil of Wittgenstein and 
has written a book entitled Philosophy and Psychoanalysis, These 
writers apparently believe that many philosophical problems arise 
from the misunderstandings in the use of wwds and from bad grammar. 
This does not mean that they favor the views of linguists who have 
adopted anthropological views such as those of George L. Trager that 
are reproduced here. 

Perhaps it is fair to say that modern linguists realize even more than 
the linguistic philosophers how relativistic and culture-bound all hu- 
man messages tend to be, and that in order to fully understand them it 
it is essential to have much data about the total context of the stream of 
communication in which the messages are embedded. 

What is dianetics? 

This term was introduced by L. Ron. Hubbard in 1950 as a 
“modern science of mental health,’’ but did not gain much acceptance. 

What is semantics and can it be used for therapy? 

Webster defines semantics as “the science of meanings, as con- 
trasted with phonetics, the science of sounds.’’ In the 1930’s, Alfred 
Korzybski developed a theory of mental health depending upon the 
proper use of words and concepts. Korzybski’s major work is called 
Science and Sanity: An Introduction to Non-Aristotelian Systems and 
General Semantics, His pupil, S. I. Hayakawa, continued this work. 

Are ideas and the wards that represent them the primary messages? 

Older descriptions of communication functions stressed the trans- 
mission of “ideas’’ as primary, but it is now recognized that much of 
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human communication involves transmission of messages regarding 
states of being or emotions. They may be relatively well-defined at 
any given moment but may also be highly diffuse and therefore not 
easily coded. The fact that such states are well-defined in form or con- 
tent does not mean that transmission of data reports about them may 
not be very important since such reports may be, and often are, vital 
to the integrity of a person in maintaining his orientation to his social 
world. 

The crucial need for continuous sensory input of appropriate con- 
tent, quality, and quantity has been dramatically demonstrated in the 
so-called sensory deprivation or isolation experiments of Donald O. 
Hebb and of J. C. Lilly. The human being must have pn^per sensory 
input, avoiding deprivation or overload in order to maintain his 
adaptation. He must learn how to do this both by “learning to learn” 
and by learning what to avoid, suppress, and repress (“learning not to 
learn”). (As pointed out by Sigmund Freud, repression is the price of 
civilization.) The analogy between these functions and the sensory ac- 
tivities of the neurophysiologic model of the central nervous system 
is obvious. We must learn what to obtund (reduce the edge of) or 
avoid of the sensory data available to us every second or wc could not 
attend to that which concerns us most at the moment. These back- 
ground messages are also vital in the communication involved in works 
of art such as poetry, music, or painting, where feeling-tones are cen- 
tral components to the intended messages. 

Weston La Barre^ proposed the name “phatic communication” 
(pseudolanguage) for this type of message and its usefulness is readily 
apparent in many daily examples. When we say “Good morning!” or 
“How do you do?” to each other, wc are seldom making a literal in- 
quiry, but rather are signaling states of being to others, and we expect 
them to reciprocate so that we may know how to proceed with whatever 
business is before us. 

In addition to more or less explicit messages that can be coded and 
those concerned with “phatic communication,” there arc also messages 
about the communication process itself. 

For this new order of communication, the term “metacommunicatioii” 
is here introduced and defined as “communication about communica- 
tion.” We shall describe as “metacommunication" all exchanged cues 
and propositions about (a) codification and (b) relationship between 
the communicators. We shall assume that a majority of propositions 
about codification are also implicit or explicit propositions about rela- 
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tionship and vice versa, so that no sharp line can be drawn between 
these two sorts of metacommunication. (Jurgen Ruesch and Gregory 
Bateson in Communication, the Social Matrix of Psychiatry) 

Charles F. Hockett broadens this concept into that of “ ‘immanent 
reference*; no matter what else human beings may be communicating 
about, or may think they are communicating about, they are always 
c:ommunicating about themselves, about one another, and about the 
immediate context of the communications.'* (Robert E. Pittenger et 
aL, in The First Five Minutes) 

Many of these messages together with the accumulated repository of 
a person's previous experience, including his genetic heritage, are often, 
and usually predominantly, not in the field of awareness, i.c., in the 
conscious, and are therefore not easily accessible for explicit coding. It 
is a commonplace since the dissemination of Freud's ideas about the 
unconscious functions, that most of our thinking is not in the field of 
awareness, but that much of the repressed material may be recovered if 
suflicient effort is made to do so. 

Why is a highly detailed study of human communication using movie 
film and sound tape desirahle or even necessary! 

Although men have known for centuries that human communica- 
tion in all its richness is composed of much more than words that can 
be written, it has not been until recent times that linguists and others 
have developed more adequate means of analyzing and describing by 
means of written symbols many of the properties that characterize 
human communication. Everyone is conscious of the fact that it is not 
merely the words that are used, but the “tone of voice” or the ‘‘manner” 
in which a person speaks that gives full import to his message. Because 
the history of a .science is often “a history of its techniques,” it seems 
probable that the use of the improved tape recorder, movie camera, and 
time-motion analyzer provided the means by which experts were able 
to produce new data that could be studied repeatedly by several ob- 
servers and compared with other samples. This new data made pos- 
sible much better close-grained analysis of behavior, which was gen- 
erally unavailable although its importance had been recognized earlier 
by some experimentalists and by such psychoanalysts as Freud in The 
Psychopathology of Everyday Life, Sandor Ferenezi, Theodor Reik, 
Georg Groddcck, Trygve Braatpy, Sandor Feldman, Frieda Fromm- 
Reichman, and Harry Stack Sullivan. 

From the scientific point of view it appears that these new concepts 
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and the data obtained by the new techniques will open up entirely 
new vistas in the study of communication and language behavior. 
While the ultimate value of microlinguistic-kinesic analyses and the 
digital computer for processing this data cannot even be guessed at 
currently, it seems very likely that the problems in the patient-doctor 
relationship and the therapeutic process that leave so much to be de- 
sired will now be much more available for study because of the new 
concepts and data. Furthermore, the canons of science will be better 
served in that the data can be reviewed an indefinite number of times 
by many observers from many disciplines, each with his own hypotheses. 
It is apparent that even though the movie and tape are definitely not 
the equivalent of directly seeing two human beings interact, they do 
provide much more substantial data than anything available hereto- 
fore, and only technical skill is required to avoid the pitfalls created 
by the artificial media. 

Hinv has modern technology made possible some of these neiv devel- 
opments? 

The ready availability of high quality movies and sound tape, slow 
motion analyzers, television (video tape), oscillographs, and other in- 
struments has given considerable impetus to the study of human com- 
munication and this will undoubtedly continue to flourish. Since 
many units of communication behavior can be defined for practical 
purposes in mathematical terms, even though the “ stream of com- 
munication is continuous and therefore analogic rather than digital, 
the prospects for using digital computers for some areas of investiga- 
tion seem excellent. This will be of tremendous importance in handling 
the relatively large number of different units that must be considered 
in a microanalysis of a piece of human interaction of even five minutes 
duration. 

Of what value are the studies of animal communiceUion to the study 
of human systems? 

Recent studies in animal communication systems have greatly 
increased our perspective about these systems in general and human 
systems in particular. It now seems probable that the predecessors of 
Homo sapiens had integrated communication systems that were essen- 
tial to living and hunting- in groups, and that the toolmaking activities 
as contrasted with mere tool using were an important stimulus to the 
development of the cerebral cortex and more complex language be- 
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havior. Because data are scarce for more remote periods, scientists can 
only speculate about the early phases, but these are fascinating in their 
implications and undoubtedly will attract more attention as new data 
are available. 

From eKiaing evidence, what are the prospects for improved human 

language behavior and the fostering of mental healthf 

From existing data it now seems certain that communication sys- 
tems, including all language behavior, are an evolutionary development 
concomitant with other cultural systems that make it possible for man 
to survive in a hostile environment by living in organized groups or 
cultures. There is a biological basis for all systems that operate in a 
culture, such as food-getting, courtship, and rearing of the young, and 
this includes the language behavior, which is an essential activity in the 
life of a group. Man’s highest achievements in art, literature, and sci- 
ence are outgrowths of the basic cultural activities. The steady progress 
from early beginnings twenty to forty thousand years ago can now be 
traced with greater assurance. There is no reason to assume that man 
cannot achieve much higher levels ot cultivation if he does not destroy 
himself. 




FEMALE REPRODUCTIVE SYSTEM 




Vas Deferens 
Epididymis 

Testis 


MALE REPRODUCTIVE SYSTEM 



CONCEPTION, PREGNANCY, 
AND CHILDBIRTH 


by GERALD CAPLAN, M.D., D.P.M. 

Associate Professor of Mental Health, 

Harvard University School of Public Health 

How does natural conception occur? 

It occurs by the union of a sperm cell and an ovum inside the 
woman’s reproductive tract and by the implantation of the product (of 
that union) in the wall of the uterus. 

Prior to and during intercourse, luhat are the most favorable physical 

and emotional conditions for concept iont 

The physical health of the sexual partners should be generally 
good, although conception can occur even in the presence of severe ill- 
ness such as diabetes, heart disease, or tuberculosis. The reproductive 
organs should be free from disease or structural abnormality. The man 
should be sexually potent and in love with his wife; the woman should 
be in love with her husband, eager for intercourse and pregnancy, and 
relaxed and self-confidcnt about her femininity. (See Sexual Relations 
and Marriage) 

Do exterior physical conditions such as time of the year, temperature, 

or climate have any effect on conception? 

Apart from the influence of these factors on sexual desire or op- 
portunities for sexual intercourse there is no evidence that they affect 
conception. 

What is the age range during which conception can occur? 

From puberty through the menopause— iisually from tw^elve years 
of age to the mid or late forties. Instances of conception in children as 
young as six to eight years of age are CiCcasionally reported. Concep- 
tion in women above the age of forty-eight is rare. (See Meuarche; 
Menopause) 

What is the age range in which a male can impregnate a female? 

From puberty until extreme old age. (See Adolescence; Impotence) 
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At what time of the woman* s sexual cycle is conception most likely to 

occur? 

In many women, conception is most likely to occur at the mid- 
point of the cycle— about fourteen days before the onset of the next 
expected menstrual period. It is possible for conception to occur at any 
stage of the cycle. 

What is the relation between time of the cycle and body temperature? 

The basal morning temperature— the woman’s temperature im- 
mediately after awakening in the morning— rises one to two degrees 
Fahrenheit the day following the ovum’s descent into the Fallopian 
tube. The temperature remains elevated until conception or the onset 
of menstruation. (See Menstruation and the Sexual Cycle) 

Is it possible for a woman to conceive before menarche, during her 

menstrtuU period, or during or following her menopause? 

A woman can conceive after the onset of ovulation. Conception 
is possible fourteen days before the onset of the first menstrual period, 
if ovulation occurs. However, some girls do not ovulate preceding their 
first menstruation. Conception has occurred during a menstrual pe- 
riod, probably due to a new ovum being extruded in response to the 
stimulation of sexual intercourse. Ovulation continues sporadically 
during the menopause; hence conception is possible. After the termina- 
tion of the menopause, ovulation stops and conception can no longer 
take place. 

For what physical reasons might conception not occur? For what emo- 

tioned reasons? 

Because of physical illness or structural abnormality of the repro- 
ductive system of either partner, or because intercourse is occurring at 
the wrong times in the cycle of the particular woman. Women with 
deep-seated conflicts concerning their femininity and ambivalence 
about becoming pregnant may show a psychosomatic response in which 
ovulation is inhibited, even though menstruation occurs. Such women 
may also suffer from functional disorders of their reproductive tracts, 
so that although they may ovulate and the ovum may be fertilized, 
there may be no implantation of the product in the wall of the 
uterus. Impotence in the man due to conflicts over his masculinity, 
or unconscious fears of women, will prevent impregnation. A similar 
result will occur if the woman’s sexual conflicts and rejection of her 
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mate express themselves by a muscular spasm that closes the opening 
of her vagina and mechanically prevents intercourse. (See Frigidity) 

Why do some women conceive for the first time after adopting a child? 

Because adoption symbolizes acceptance of the inability to con- 
ceive, so that a conflict between wish for a child and fear of becoming 
pregnant, which previously led to inhibition of ovulation or interfer- 
ence with implantation of the fertilized ovum, is now resolved. Once 
the unconscious psychological defenses are laid aside, the woman’s 
sexual apparatus returns to a normal state. Another factor that is 
sometimes significant is that taking care of a baby stimulates growth in 
a woman's maternal feelings, and this breaks the deadkxrk in her con- 
flicts and weighs the balance down in favor of her feminine impulses. 
(See Adoption) 

What treatments are available for couples who aie not able to conceive 

for physical reasons? For emotional reasons? 

Treatnuiits for the woman who has some structural abnormality 
or disease of her reproductive system cover the whole range of gyne- 
cology. Some clinics specialize in investigating and treating the causes 
of sterility, not only in the woman but also in the man, whose produc- 
tion of fertile sperm may have to be stiiijulated by appropriate medica- 
tion. 

Emotional causes of sterility may also be treated in these clinics by 
psychotherapy for either or both partners, or the couple may be re- 
ferred to a psychiatrist elsewhere for psychotherapy or psychoanalysis. 
Occasionally tranqiiilizing drugs may serve to lower the intensity of 
unconscious conflicts sufficiently to stop the inhibition of ovulation or 
implantation. 

How successful are these treatments? 

This depends on the causes of the sterility. Minor physical or emo- 
tional disorders can be rather easily relieved. Clear<ut physical con- 
ditions, even those of major proportions, yield to modern medical and 
surgical treatment. Psychoanalysis is often successful even in long- 
standing and deep-seated psychological disorders. The outlook, how- 
ever, is not so good in those cases where no clear abnormality is found 
in the woman, or where the trouble is traced to an insufficient number 
of fertile sperm cells in the man. (See Sterility) 
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What are test-tube babies? 

This term is sometimes used as synonymous with artificial in- 
semination. Some people use the term for the process that was fantasied 
by Aldous Huxley in his work of science fiction. Brave New World— 
namely, the fertilization of an ovum outside the human body and the 
nurturing of the embryo and fetus in an artificial culture medium— 
literally in a test tube. Research workers have recently demonstrated 
that fertilization of a human ovum can take place in appropriate tissue 
culture fluids in a test tube, and that the embryo can be kept alive dur- 
ing its first few cell divisions; but there is no indication that this 
process can be kept going for any appreciable length of time. 

What is artificial insenUnationf 

Artificial insemination involves the mechanical implantation in 
the woman’s reproductive tract of fertile sperm drawn from her hus- 
band, or from some other male, or a combination of sperm from hus- 
band and donor. It might be used if the husband is impotent, that is, if 
he produces fertile sperm cells but is not able to deliver them ade- 
quately in intercourse, c.g., if he is physically crippled or suffers from 
muscular paralysis or psychologically determined impotence. If the 
husband is sterile, sperm can be obtained from a fertile donor and be 
used to fertilize the wife. Artificial insemination of donor semen is 
not often used, mainly because of ethical and psychological objections. 
These objections do not apply to artificial insemination of the hus- 
band’s sperm, which is not a common procedure simply because the 
underlying causes are rare. Undesirable effects of the use of sperm from 
an unknown male are due to feelings in both husband and wife that 
an alien influence has invaded their marital relationship— as in fact 
it has. It is not uncommon for both partners to feel that the child 
resulting from such insemination is an obvious symbol of the failure 
of their union. The wife has fantasies of guilt because of her medically 
sanctioned “adultery,” and may begin to fantasy a “potent lover” where 
potency and ability to impregnate are equated; and the husband may 
feel that she has somehow been unfaithful to him and that he has 
failed her. 

What kind of individual is chosen to be the '^artificial father**? Does he 

have any emotions about his role? 

Donors are usually chosen from healthy young men of mature per- 
sonality who have a good family background as regards freedom from 
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hereditary defects. There is no indication that they are emotionally 
affected by the role, apart from some curiosity, which cannot be satis- 
fied, regarding the outcome of their service. 

Wh(U effect could knowledge of parenthood by artificial insemination 

have on the child? 

It might stimulate fantasies about the unknown father and dis- 
tort the relationship with the mother’s husband. In the case of a boy 
this in turn might interfere with his identification Avith his fostering 
father and with his feelings of confidence in his own masculine identity. 

Might artificial insemination he used more frequently in the future? 

What might he the total effect of artificial insemination on the mental 

health of the world? 

Recent tc( hnological advances enable sperm to be stored for in- 
definite periods Avithout loss of potency. It is also within the bounds of 
possibility to use not only donor sperm but also donor ova, Avhich may 
be implanted, fertilized or unfertilized, in a Avoman’s uterus— a 
similar teat has already been accomplished in cattle. These processes 
will give man, lor the first time, the power to breed people with the 
same eugenic control he has achieved in breeding animals. Thus not 
only may it be possible for persons Avith poor genetic backgrounds to 
have healthy children, but the sperm ot men Avith outstanding physical 
and mental capacities might be stored for years, and used repeatedly 
to “father” large numbers of potentially outstanding children. Such 
developments might lead to a greater use of artificial insemination Avith 
awesome possibilities for benefit to humanity. Tli^y might also lead to 
great dangers if unscrupulous rulers Avere to use the techniques to 
breed races of slaves or human robots. We have little evidence upon 
which to base the confidence that Avhen man acliieves control over his 
own genetic destiny he Avill use it for good and not for evil, and that the 
mental health of the Avorld Avill necessarily be improved. On the other 
hand, as with atomic power, a tremendous potential for benefit will 
accrue if our morality can catch up Avith our technological progress. 

How does pregnancy affect the relationship between the husband and 

wife? 

Pregnancy, and especially the first pregnancy, complicates the re- 
lationship between husband and wife. They are stimulated to plan 
jointly for the coming baby and for their future roles as parents. On 
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the other hand, psychological changes in the expectant mother inter- 
fere with her previous relationship with her husband, and the close 
link between the partners begins to open up to include the baby— at 
first purely in fantasy, and later in actuality. These changes have a 
maturing effect on both husband and wife, as individuals and as a 
couple. At the beginning of pregnancy the partners achieve a greater 
intimacy and a feeling that their love for each other has been con- 
cretely consummated. Later on they progress to the even higher stage 
of satisfaction of their needs for generativity, as they envisage their 
joint responsibility for bringing new life into the world. Pregnancy 
can be a rewarding experience if the marital partners support each 
other in facing these developments and the psychological challenges of 
their more complicated individual and joint roles. (See Parenthood 
and Child Rearing 

Are psychological changes common in pregnant women? Do these 

changes manifest any characteristic pattern? 

Most women show psychological changes during the period of 
pregnancy. The details of the changes will vary with a woman’s en- 
during personality traits, but certain general changes are found suf- 
ficiently often to constitute a characteristic pattern. 

The psychological manifestations seem to vary in appearance and in 
intensity according to the phases of the pregnancy period, just as do 
the physical and chemical changes. 

What causes the psychological changes? 

We are not certain, but we believe they are influenced both by 
the biochemical changes, especially the complicated alterations in 
hormones (the secretions of the ductless glands) and by the psycho- 
logical reactions to pregnancy— the preparation for the coming baby and 
for the assumption of the maternal role. 

What are the common emotional manifestations of preg;nancy? Is the 

pregnant woman subject to mood swings? 

It is usual for the prevailing mood of the woman to change during 
pregnancy. Some women f^el better during pregnancy than at any 
other time. Others feel unusually depressed throughout pregnancy. 
Sudden unexplainable mood swings are not uncommon, even in 
women who usually are emotionally stable. Many women have short 
periods of depression— the so-called blues of pregnancy. 
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Are the mood changes a reaction to some ascertainable cause? 

Probably not. They are not, for instance, related to whether the 
woman wanted to become pregnant or not. A woman who very much 
wanted a baby may be depressed, and a woman for whom pregnancy is 
an unwelcome burden may feel elated. The surprising and inexplicable 
nature of these changes is quite frightening to some women, who fear 
that these symptoms are signs or precursors of a mental illness. As a 
matter of fact, such mood changes are found in normal women and 
probably have no relation to mental illness. 

Do pregnant women show changes in emotional sensitivity and irri- 
tability? 

Yes. Common changes during pregnancy include a tendency to 
become angry at slight provocation, to laugh and cry easily, and to have 
rapid fluctuations in mood as a result of minor external stimulation. 

Is it possible for the mother^s emotional state to have beneficial or 

harmful effects on the unborn child? 

The expectant mother’s emotional state may affect her appetite 
and eating habits, so that she may overeat and develop toxemia with 
consequent danger to the fetus, or she may eat a diet deficient in 
essential food elements and so damage the baby. There is also some 
evidence that a woman who is extremely anxious or depressed during 
pregnancy is likely to give birth to an irritable baby who has an in- 
creased chance of suffering from colic. It is difficult, however, to be 
certain whether the latter effect is due to the influence of the mother 
during pregnancy, or whether the baby's irritability is not entirely due 
to the tensions with which she handles him after bivth. 

Is there increased sensitivity of the special senses? 

Yes, especially of the sense of taste and of smell. Pregnant women 
have an increased tendency to disgust in response to stimulation of these 
senses. Nausea and vomiting arc common in the first few months. 

Do changes in appetite occur? 

Food fads and cravings for unust-al food and drink are common in 
pregnancy, as is also a generally increased appetite, which may lead to 
difficulties because of the dangers of weight increase in this period. 

Increased appetite during pregnancy is a physical manifestation of 
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the woman's emotional introversion and need to receive increased 
supplies in order to prepare herself to give of her own substance to 
her baby. Food fads are sometimes due to a primitive awareness of a 
lack of some essential food constituent in the diet— for instance, the 
development of the fetus leads to an increased need for calcium, and 
if this is not present in sufficient quantity in the diet, the expectant 
mother may develop a craving for egg shells, chalk, or plaster oft the 
walls, all of which contain calcium. 

Does the mother^s diet and use of alcohol have an effect on the unborn 

child? 

Yes. The diet should optimally contain increased amounts of 
protein, vitamins, and mineral salts— especially calcium— in order to 
feed the developing fetus. If the diet is deficient, the baby may be mal- 
developed or may be born prematurely, ^vith consequent danger to its 
physical and mental health. Excessive intake of alcohol interferes with 
adequate nutrition of the mother and hence of the fetus. 

Does smoking and use of drugs have an effect on the unborn child? 

The effect of smoking is not known. The effect of drugs is similar 
to that of alcohol. Insofar as addiction interferes with the mother's 
general state of health, it may harm the fetus. On the other hand, the 
fetus is protected to a high degree from the direct effect of drugs in- 
gested by the mother. 

Do changes in sexual desire and performance occur? 

Such changes occur in many women at varying phases of preg- 
nancy. A diminution of sexual desire is common toward the middle of 
pregnancy. Some women have increased desire, and it is not uncommon 
to find women who experience orgasm only during pregnancy. 

These changes, as we have noted before, may possibly be due to 
complicated changes in the pregnant woman's hormones. They are 
more likely, however, to be due to psychological factors. Sexual desire 
in the wife may previously have been impaired by fear of pregnancy, 
which is now removed, or by her feelings of doubt about her femi- 
ninity, which are now reduced because conception has proved that she 
is fertile. In some cultures women proudly exhibit the external signs 
of their pregnancies, and men regard these as signs of beauty. In these 
cultures the woman's awareness of the physical changes of pregnancy 
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may stimulate her sexual desire. In other cultures women feel less 
beautiful during pregnancy, and sexual desire may therefore be in- 
hibited by feelings of shame or modesty, or by the fear that their hus- 
bands will turn away from them. Sexual desire and performance may 
also be inhibited by the unfounded fear that intercourse will harm the 
fetus by pressure on the abdomen or by trauma to the uterus. 

Do pregnant women tend to be introverted and passive? 

Introversion and passivity are the chief characteristic emotional 
changes of pregnancy. These changes usually begin during the second 
or third month and gradually increase in intensity reaching a peak 
around the seventh or eighth month. The woman, who previously may 
have been an active outgoing person, and whose role as wife and mother 
has been one of nurturanre and giving, gradually or suddenly becomes 
turned in on herself, feels passive and lazy, and wants to be cared for 
instead of caring for others. She has increased m .=*ds for demonstrations 
of love and affection. 

These changes often continue for about two to four weeks after 
childbirth. 

Is there any change in the pregnant woman's control of irrational 

thoughts and fantasies? 

One of the most interesting psychological changes found in many 
pregnant women is that irrational thoughts and fantasies, which usually 
are kept out f)f consciousness, are allowed to ( ome to the forefront of 
thinking. This is accompanied by the revival of childhood memories, 
previously repressed, of old conflicts regarding scMial matters, such as 
masturbation, and regarding complicated relationships with others, 
especially parents, brothers, and sisters. 

This process usually begins in the second or third month, reaches 
a peak al)out the seventh month, and does not revert to normal until 
about three or four Aveeks after delivery. Following this the Avoman 
rapidly forgets what has happened, as the memories and fantasies are 
once more repressed out of consciousness. 

Is there a resemblance between this process and some of the manifesta- 

tions of psychosis? 

The invasion of rational conscious thinking by irrational thoughts 
resembles in certain respects Avhat is found in schizophrenia. Per- 
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sonality tests, such as the Rorschach, show a similar picture in preg- 
nancy and schizophrenia. The difference is that a pregnant woman 
knows the fantasies are unreal, whereas the psychotic woman usually 
Gnds it difficult, or is unable, to differentiate fantasy from objective 
reality. 

Is the reappearance of old fantasies and conflicts accompanied by 
anxiety? 

The pregnant woman is much less anxious about the revived 
memories, e.g., of her old guilty or shameful thoughts about adolescent 
masturbation, or of childhood jealousies and vengeful thoughts about 
a brother or sister, than would probably be the case if the same thoughts 
occurred to her when she was not pregnant. On the other hand, as 
pregnancy proceeds, and as more of such irrational thoughts appear in 
consciousness, many pregnant women show an increasing generalized 
anxiety, which does not focus on these particular thoughts and 
memories, but seems “free-floating.” In many cases the anxiety is dis- 
placed and focuses onto situations and events in a phobic rnaner, e.g., 
the woman develops an irrational fear that she will die in childbirth, 
or that she will give birth to a monster, or that if she sees a mouse her 
baby will be deformed, or that if her craving for grapes is not satisfied 
the baby will have a grapelike birthmark, etc. Many of the themes of 
these phobias seem like symbolic: self-punishments that may be uncon- 
sciously linked with guilt associated with the old conflicts. - 

Does the reappearance of these old conflicts affect the future mental 
health of the woman or her relationship with her baby? 

The spontaneous revival of old conflicts provides the woman with 
an opportunity for working out a new solution for those that were 
unsolved or precariously solved in the past. For example, childhood 
conflicts about sex and about her relations with her mother may have 
led to insecurity in the woman’s feelings about her own femininity 
and about her capacity one day to become an effective mother herself. 
She may have dealt with the whole complicated issue by pushing it 
away into her unconscious, and by remaining an immature childlike 
person who avoids the dangers of the adult feminine role. The revival 
of the conflict during pregnancy gives her a second chance to work on 
it, and she may be able to cotne to terms with her mixed feelings, 
especially inasmuch as she probably has more strength of personality 
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than she had as a child, and in reality is not in the vulnerable position 
of being dependent on her mother. She also has social sanction to 
satisfy her sexual desires with her husband. 

Experience teaches us that many pregnant women spontaneously 
mature, especially in their first and second pregnancies. 

Can the revival of old problems lead also to unhealthy results? 

Unfortunately the revival of these conflicts does not guarantee a 
better solution than in the past. The special hazard is that as the preg- 
nant woman is psychologically preparing for her future baby and is at 
the same time preoccupied with old conflicts, she may intertwine the 
two, and use her baby vicariously as a means to solve her former prob- 
lems. For example, if she has not been able to come to terms with her 
guilt feelings about adolescent masturbation and what this has meant 
to her in terms of her relationship with her parents, she may become 
convinced that she should be punished by damage to her sexual organs 
and to the baby. She may then develop not only the fear but the uncon- 
scious wish that her baby will be damaged in order to relieve her guilt. 
This will distort her expectations of the child and her way of handling 
him. 

Another pattern that is not uncommon is for a woman— who has not 
resolved her mixed feelings toward her mother and who has not come 
to terms with her guilt for her hate and rebelliousness as a child— to 
work out the drama Avith her own child. She unconsciously identifies 
the child Avith her old “bad” self as a child, and she noAv plays the role 
of her oAvn mother. The stage is thus set for her child to do to her 
what she did to her mother. As a matter of fact, or mother, when she 
was at her wits’ end in the face of her child’s piovocation, may once 
have threatened that this would happen. She may have said, “Wait till 
you have a little girl— she will treat you as badly as you are treating me 
now— and that will be your punishment.” 

The danger in this case, as in the previous example, is that the 
mother may unconsciously manipulate her child to play a part in a 
restaging of the old drama. This means that the mother does not per- 
ceive the child as a person in its own right, and the child does not have 
the freedom to live its own life. Child psychiatrists are familiar Avith 
this situation as an etiological factor in many of the mentally disordered 
children they treat. The origins of the disturbance can often be traced 
back to the mother’s pregnancy. (See Childhood Emotional Disorders) 
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What can be done during pregnancy to prevent the origin of disturbed 
mother^child relationships, and to promote the maturation of the ex- 
pectant mother^s personality? 

Obstetricians, family doctors, nurses, nutritionists, and social 
workers, who take care of pregnant women, should collaborate with 
mental health specialists and learn how to identify those patients who 
are in danger of finding unhealthy solutions of their revived conflicts. 
They should give these patients extra support, and help them directly 
and through their families to keep their developing relationship with 
their future babies separate from the old problems. They should also 
help them to reevaluate themselves in the female role and as prospec- 
tive mothers, and aid them in increasing their acceptance of themselves 
in these roles; and in this way improve their self-respect. Although 
pregnancy in itself is not an emotional crisis, it is a psychobiological 
transitional period in which intercurrent emotional crises are frequent, 
and it shares with all such periods the increased need for help anti the 
susceptibility to influence by helping persons. This means that the 
doctors and nurses will be much more effective in helping a woman 
when she is pregnant than at other more stable periods of her life, and 
they can do a great deal to tip the balance in a healthy direction. 

In difficult or resistant cases, the mental health specialists can be 
called in to intervene either directly with the patient and her family or 
to offer mental health consultation to the other professionals, so that 
they may be more effective in handling this and similar fiuiire cases. 

What about complications in the ivoman*s relationship with her 
husband? 

The psychological changes of pregnancy are a problem not only 
for the woman but also for her husband and for her children. The 
expectant mother’s mood changes, her sensitivity and irritability, her 
sudden changes in sexual desire and performance, and her increased 
need for love and attention are likely to upset her husband, who, in 
addition to everything else, may fear that she has developed unwelcome 
personality traits that may persist in the future. He may fear that if 
he “spoils” her as she demands, he will have to continue doing this 
indefinitely. 

The husband’s burdens are increased by the fact that the role of 
“expectant father” is not regarded too sympathetically in American 
culture. He is often the butt of jokes, especially at the time of child- 
birth. 
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Moreover the birth of a baby, especially the first, is likely to com- 
plicate his previous relationship with his wile. In a way, he will in the 
future have to compete with the baby for her attention. This is not an 
easy situation for some men to master. 

These complications sometimes lead to marital friction. The husband 
may turn away from his wife just at the time she needs him most. 
Especially because of the sexual privation, he may turn to other women 
for satisfaction, and serious marital disunity may ensue. 

Hotv can these difficulties he remedied? 

The obstetrician, and in difficult cases, other professional workers 
who are raring for the pregnant woman should routinely extend their 
help also to her husband. Early during the pregnancy, he and his wife 
together should be warned about the psychological complications that 
may arise. He should be reassured that they are normal reactions, and 
not signs of mental illness, and that they are temporary in nature. His 
aid in helping his wife during pregnancy should be actively enlisted, 
and the importance of his role as the expectant father should be rec- 
ogni/ecl. In fact, studies have shown that a healthy mother-child rela- 
tionship is more likely in a woman whose husband actively supports 
her during pregnancy and satisfies her cravings for increased love and 
attention, than in a woman who feels deprived. 

Contact should be maintained wiiJi the father during the rest of 
pregnancy and during delivery, and proper respect should be accorded 
his role. Some fathers will need reassurance that in taking over part of 
their wife’s role in housework and in caring for the children during 
pregnancy they are not behaving in an unmanly v\ay. 

Is the pregnant woman likely to prefer her mother's attention rather 

than her husband's? 

Most pregnant women turn to their husbands for increased demon- 
strations of affection during pregnancy, but many also turn to their 
mothers, and some prefer the latter to the former. The preference for 
the mother over the husband may be due to the woman's realization 
that what she craves is a nurturing type of love that she has received 
in the past from her mother, rather than the erotic kind of love she 
associates with her husband. Moreover, as she prepares herself to 
assume the maternal role, she identiiies with her mother and feels a 
closer bond to her than in the past. This situation need not lead to 
any special problem, since both husband and mother are likely to 
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understand and agree to what is happening. Occasionally, where the 
previous relationship between the woman and her family has been 
disturbed, her mother may resent the extra demands upon her affec- 
tions and be rejecting, or the husband may feel jealous because he sees 
himself being passed over by his wife. The increased dependence of 
the woman on her mother may also lead to difficulties after the birth of 
the baby, either because the grandmother may be tempted to play too 
central a role in its care, or because she may feel rejected when the 
daughter’s dependence upon her changes rather suddenly to a wish for 
independence in taking care of the child. 

Are there likely to he difficulties with children during their mother’s 

pregnancy? 

The pregnant woman’s irritability and depressions, and especially 
her change from being an outgoing giving person to becoming some- 
one who is withdrawn and demanding, if not controlled or counter- 
acted by the woman, are usually quite burdensome for her children. If 
the husband cannot step into the breach and help nurture the children 
at times of special difficulty, or if the mother’s mother or some other 
female relative cannot help, a vicious circle is sometimes set up. The 
children may react to their mother’s withdrawal by feeling deprived 
and by becoming more demanding of attention. Their increased de- 
mands upset the mother because of her irritability and introversion, 
and she may withdraw still further, which aggravates the situation even 
more. 

The pregnant woman’s children may be upset by the physical 
changes in her body, especially if they have not been given a satisfying 
explanation of what is happening, and they may develop fearful or 
jealous fantasies about the coming baby. Particularly difficult is the not 
uncommon situation where they are not told anything about the preg- 
nancy directly, but overhear the adults talking, and fill in the inform.!- 
tion gaps out of their own vivid imaginations. 

How can these problems be handled? 

Those who care for the pregnant woman, and those who supervise 
the welfare of her children (pediatricians, teachers, and others), should 
pay attention to these matters. The husband and female relatives should 
try to provide the children with some of the nurturance their mother 
is temporarily unable to give. Extra attention to the children by the 
professional workers may also help a little. The parents should be 
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guided and supported in giving the children information about the 
pregnancy consonant with their capacity to understand what is in- 
volved. The parents should also be helped to understand the reactions 
of the children to the inevitable frustrations, so that they do not 
misinterpret the children’s behavior as “pure naughtiness” or as some 
form of abnormality. 

What is a miscarriage? What causes it? 

A miscarriage is the premature delivery of the product of concep- 
tion before the embryo becomes viable, i.e., before the embryo develops 
into a living fetus. After that stage we talk not of a miscarriage, but of 
a premature delivery. The possible causes of a-miscarriage include faulty 
development of the fertilized ovum and the embryo, congenital ab- 
normalities or diseases of the reproductive tract, hormonal imbalances 
or deficiencies, and physical injury to the embryo or the reproductive 
tract produced by instruments or drugs. Somerimcs miscarriages may 
be psychologically induced as psychosomatic responses to emotional 
conflicts- particularly unconscious rejection of the baby or of the 
maternal role. Repeated miscarriages are produced by continuation of 
any of the above conditions, particularly by congenital abnormalities, 
hormonal deficiencies, and emotional conflicts. (Sec Abortion) 

What are the significant psychological reactions of women during 

childbirth? 

In American culture, childbirth is still, for many, a frightening 
experience, especially on the first occasion. The woman is separated 
from her family and, perhaps for the first time, i.oes into a hospital. 
There she is exposed to new and sometimes unpleasant sights and 
sounds, and often to the discomforts of injections and anesthetics. In 
addition there is the pain and discomfort of labor and delivery, and 
the concern about her own safety and that of her child. To offset all 
this is the pleasurable excitement that at last the end of pregnancy is in 
sight, and that the long-awaited baby will shortly appear. During the 
actual childbirth most women forget about all these things and restrict 
their interest and energy to themselves and what is happening to them. 

Do most women fear labor? Why? 

Some fear of labor is common among pregnant women, although 
it varies in degree according to the personality of the woman, the 
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culture of her group, and the type of psychological support she has 
received during pregnancy from her family and from her doctors and 
nurses. With some women the main factor is the fear of pain, or of 
the discomfort of anesthetics, or of hospital procedures. Especially in 
the first pregnancy there may be the fear of an unknown experience 
about which the woman may have heard frightening talcs. 

Labor involves a certain risk to life. The advances of modern ob- 
stetrics have reduced this risk tremendously, but some women are 
nevertheless frightened that they may die in childbirth. This fear is 
usually not just based on the risk, but is more commonly an irrational 
phobia linked with unconscious guilt and fantasies of expected punish- 
ment associated with childhood conflicts, such as those related to sex 
and masturbation or to naughtiness and rebelliousness against parents 
or to rivalry with siblings. Unconscious expectation of punishment due 
to repressed guilt may also lead to the fear of giving birth to a monster 
or a deformed baby, and this in turn may lead to a fear of labor. 

Should the husband participate in the labor experience? 

General rules and prescriptions on this topic arc unwise. Some 
husbands may feel comfortable when participating in the early stages 
of the labor experience, and can be of help in offering emotional sup- 
port to their wives. Many husbands are likely to feel quite tense and 
uncomfortable when participating in what they believe to be a woman’s 
affair, and their discomfort is likely to be perceived by their wives, 
who may feel called upon to reassure them at a time when they them- 
selves should be the recipients of care and support. Hospitals that 
cooperate in the “natural childbirth” method often encourage the hus- 
band’s participation. If the husband does not feel too uncomfortable 
in this unaccustomed role, he benefits from the opportunity of being 
an active helper during a period when he would otherwise feel anxious 
about his wife’s welfare, and passively useless. Most husbands in 
American culture are likely to feel upset by being present at the de- 
livery, and are likely to get in the way of the doctors and nurses, either 
by their physical presence or by their emotional reactions. 

What can be done to help women handle the psychological problems 

of childbirth? 

They can be prepared in advance by being told in detail what is 
likely to happen, what they will see and hear and smell and feel, and 
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how they may best handle themselves. The latter cannot be prescribed, 
but women can be helped to prepare themselves ahead of time so that 
they can gain some degree of mastery over their concerns and insecuri- 
ties, so that when the events take place they can recognize and under- 
stand them. They can also prepare physically by exercising some of 
the muscles that they will use during delivery, and by learning how to 
relax properly so as not to impede the birth process and tire them- 
selves unduly during labor. 

Should the husband he prepared in advance about pregnancy and 

childbirth? 

Certainly. He should be involved as much as possible as an active 
partner in order that he may prepare himself adequately to assume 
the parental role, and in order that he may provide his wife with the 
extra emotional support she needs and with assistance in running the 
household and caring for the other children. 

What is natural childbirth? 

Some obstetricians think that the pain of childbirth, which is 
common in American culture, is mainly due to unhealthy expectations 
and fears, and to the inability of the woman to control the voluntary 
muscles of the lower part of her body. Moreover, they feel that it is 
important for a woman to be conscious throughout labor and actively 
to participate in the birth process, so that she is “present** when her 
baby first appears. They feel this is important as a basis for a healthy 
mother-child relationship. Therefore, they oppose the administration 
of an anesthetic to dull the pain of delivery, and in>tcad they train the 
expectant mother physically and mentally so that :>Jie can go through 
childbirth without fear and tension, and witli the necessary muscle 
control so that she has little or no pain. 

For some women such a regime is highly acceptable, and childbirth 
indeed becomes a “wonderful experience.** Other women either are 
unable to satisfy the training requirements, or are unable to accept the 
scientific or psychological basis of the regime. Most psychiatrists do not 
agree that the conscious “presence** of a woman during the birth of her 
baby is necessary for a healthy mother-child relationship. Most women 
have a time lag of a few days to a few weeks between birth and the de- 
velopment of a full relationship to their babies. It may be that this 
time lag is a little longer if the baby was delivered under anesthesia, but 
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this does not seem very important compared with all the other factors 
influencing the relationship. Women who have a long time lag develop 
just as good relationships to their babies as those with shorter time lags. 

Finally, few psychiatrists accept the thesis that the pain of childbirth 
is mainly due to voluntary muscle tension. The fact that women who 
have been trained in “natural childbirth” have little or no pain does 
not prove the thesis, since consciousness of pain is quite susceptible to 
suggestion; for example, hypnosis can be just as effective in preventing 
the pain of childbirth. 

Do special mental illnesses occur during pregnancy or immediately 

follounng childbirth? 

Mental illnesses sometimes occur in pregnant women, and some- 
times follow childbirth, but they are exceedingly rare. They have no 
special characteristics, but are similar to illnesses that occur at other 
times, e.g., schizophrenia, manic-depressive psychosis, etc. It is possible 
that the physical changes or the stresses of this period may be contribut- 
ing factors in their causation, but it may also be that they occur at this 
time rather than at another period in the lives of these w’omcn mainly 
by chance. There is no evidence that these illnesses are related to the 
common psychological manifestations that have been described in this 
article. 

What is postpartum depression? What causes it? 

As its name implies, this is a mental disorder that sometimes occurs 
in women after childbirth, usually within a few weeks after delivery. 
The chief manifestations arc feelings of hopelessness, misery, unworthi- 
ness, insomnia, loss of appetite, excessive anxiety about the baby and 
its care, and sometimes thoughts of suicide or of harming the child. We 
have no sure knowledge of the causes of this condition, although it is 
likely that the physical stress and fatigue of labor and delivery may be 
a contributory factor, just as deep psychological conflicts about becom- 
ing a mother may be. If no treatment is provided, the condition usually 
resolves itself within a few weeks to several months, although occasion- 
ally it may last for a longer period. 

Treatment by a psychiatrist is usually necessary. Occasionally the 
patient may have to be admitted to a hospital in order to safeguard 
against the danger of suicide. Milder cases usually respond favorably 
to psychotherapy. Antidepressant drugs are often of benefit, and if 
these measures fail, electroshock therapy will usually hasten recovery. 



